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The Hospital 


Edmund G. Zimmerer, M. D., St. Elizabeth’s Hospital, Lincoln, Nebraska. 


essay such as this promises to be, with a definition ; 

but for the moment I do not recollect the derivation 
of the word hospital and I fear that if I looked it up 
I should find, as one often does, that it is totally in- 
adaquate. I dwell in the hospital and I have absorbed 
so much of its atmosphere, that to me, the smell of 
iodoform and ether is as incense in the nostrils of the 
priest. The quiet halls and white wards are as arched 
domes in a vast cathedral, and the dark robed Sisters, 
the nurses and the doctors of the staff as much a part 
of the scene as are the devotees in a temple. And so 
I fear that, if I read that a hospital is an institution 
for the care of the sick, it would be as disappointing 
to me as to read that a university is a group of build- 
ings for the dispensing of knowledge, as though it could 
be doled out in pills or tea-spoons. How similar are 
these institutions after all? In their purposes, their 
methods, their relation to those with whom they deal? 
That medical man who has not yet learned to regard 
his hospital with a loyal devotion, such as he felt for 
his Alma Mater, who does not have the same esprit de 
corps, who does not love his co-workers as he did his 
fellow students, has not yet come to a realization of 
the uses or purposes of a hospital. What then is a 
hospital? What are its functions? 

A much overworked term in these days best 
answers the question. The function of the hospital is 
service, humanitarian service, and that institution 
which has strayed from the straight road to this goal 
is no more entitled to the name hospital than was 
Fagan’s school of thievery to the name university. The 
first duty of the hospital is to the sick, its first con- 
sideration the patient; after him his friends, the com- 
munity, humanity in general, and lastly the doctor. 

For the patient it provides care—the best possible 
attention activated by kindness, but always wisely di- 
rected. In other words it must provide sympathetic 
service by trained attendants. In the home a patient 
may have as much attention, he may be treated as kind- 


| i is conventional to begin, even a rambling sort of 


ly, but he cannot be more kindly treated than he should 
be in a well regulated hospital. Correction of the ill- 
nesses to which flesh is heir may, like correction of a 
spoiled child by a prudent yet loving father, require 
painful procedure at times. And in the hospital this 
can be carried out better than in the home. Any as- 
sistance given his friends, and especially his doctor, 
redounds to the good of the patient also, so that all 
that follows may be set down as being for his benefit 
too; for let us not forget that if there were no patient 
there would be no need for the hospital. The patient 
is the prime and only consideration. 

And what does the hospital do for the friends of 
the patient? Ask the family of the ward case that is 
hospitalized how much they have been saved in worry, 
in labor, in sacrifice, in actual cash. How many a 
simple accessory to treatment such as an ice bag, a hot 
water bottle, a rectal tube, which would require an out- 
lay that would prove an actual burden to the family, 
is included in the care of the patient and not even 
reckoned generally as part of the service of the hospital. 
Besides these minor things, what a saving is effected 
in the cost of boarding a nurse, providing special diet, 
setting aside a much needed room or two, not to speak 
of the avoidance of the tiresome vigils for some member 
of the family, worry as to misunderstood symptoms 
which may arise, and the possibility of misdirected 
efforts for their alleviation or a fatal ommission of 
necessary emergency treatment. 

Is the hospital a community asset? As well ask if 
the fire or police department is a community asset. 
Every householder has a garden hose or has access 
to fire extinguishing apparatus of some kind. Why not 
let him cope with the emergency when his house takes 
fire? Many a happy man walks the streets today having 
never needed a hospital but ere night falls some dire 
catastrophe may make him thank Heaven and the fore- 
sight of'a provident municipality that in his community 
there is a hospital ready for instant use, equipped with 
the costly apparatus necessary to save his life. Is it 
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not a comforting thought to every citizen to know that 
there is near him, awaiting the hour of his need, an 
x-ray machine, a pulmotor, an intubation outfit, an 
electro-magnet, a completely equipped aseptic operating 
room, and cui bono? For him, Mr. Average Citizen, 
whose interests seem so often neglected. 

Nor is the average citizen neglected in the broader 
humanitarian work of the hospital which includes a 
wider territory than even the coramunity. Next to the 
relief of suffering, perhaps as important, perhaps more 
important, is its function of teaching. The service of 
the hospital is well nigh universal and, next to the 
provision of facilities for scientific diagnosis and treat- 
ment, its obligation is to teach those within its walls— 
doctors, nurses and patients—and those without its 
walls. ‘The hospital should be a centre for the dis- 
semination of authoritative information regarding the 
prevention of sickness and the preservation of health. 
It is the opportunity afforded by the hospital for the 
study of large groups of cases, the methodical records, 
the close observation of cases, that have made possible 
improvements in diagnostic, therapeutic and prophy- 
lactic methods. 

Not the least of its duties as a teacher lies in show- 
ing the public what doctors are reliable. The public 
regards the hospital as a competent and unbiased judge 
of the merits of medical men. That this is recognized 
by the profession is shown by the eagerness they exhibit 
in striving for places on a hospital staff. The public 
soon learns the reason for the exclusion of certain men 
from hospital practice. It may be granted that such 
exclusion is not always actuated by entirely altruistic 
motives, nevertheless the same petty or personal objec- 
tions to a man will scarcely prevail in every hospital, 
so that practically only the quack and the unfit are 
excluded from the hospital. 

In line with this function of the hospital is the 
publicity which a hospital should use. Universities 
have found it expedient to place before the public their 
advantages, and there seems no good reason, ethical or 
other, why a hospital should not carry out a program 
of education through the press. Can there be any ob- 
jection to the hospital showing the community that 
their own doctors are equipped to perform the never 
diagnostic tests and that as good medical service is 
available at their very doors as can be given by the 
foreign surgeon who occasionally visits our shores and 
reaps a harvest with the help of a willing but mis- 
guided press ? 

Such then are the principal functions of a hospital. 
Secondary to these, except as they enhance the more 
important service of the hospital, yet of greater inter- 
est to us perhaps, as physicians, is the question: How 
does the hospital help the doctor? 

The man who practices in the hospital is a man 
who is accustomed to studying his cases, who makes ac- 
curate and scientific diagnoses and who prescribes treat- 
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ment with thought and foresight. He realizes what 
the hospital is doing for him. He knows that it is the 
hospital that makes possible the strict asepsis necessary 
to his successful surgery. He knows that it will provide 
good food for the undernourished child, that it will 
give the needed quiet to the tired mother. Further, 
he realizes that every person in the hospital organiza- 
tion is striving to further and aid the plan which he 
lays down for the treatment of his Facilities 
are provided for the fullest possible examination of the 
patient. Night and day experts are watching for and 
recording the results of his treatment, or any change 
He has a 


patient. 


which might require other management. 
sense of security in knowing that if all were not going 
well he would be notified. He is even guarded from his 
own mistakes. If inadvertently he has prescribed an 
overdose of some powerful drug his attention will be 
called to it before a dangerous dose is administered. 
In a word, the doctor directs a skillful organization 
whose whole endeavor is to help him render the best 
possible service to his patient. 

All this would be justification enough for the exist- 
ence of the hospital, and would be sufficient in itself 
alone, if we were as wholly unselfish as our code of 
ethics would have us be. As to that, I confess, I am 
somewhat of a cynic but that, as Kipling would say, 
is another story. From the purely matter-of-fact stand- 
point of dollars and cents the hospital helps the doctor. 
To begin with, the doctor’s hospital affiliation gives 
him what may be called ethical advertising. It brings 
him more business. Further, in saving his time and 
energy by grouping his practice, he is enabled to take 
care of more patients than he could otherwise. The 
intern, the nurse, the various laboratories all save him 
tedious labor; even the pharmacy may save an extra trip 
by supplying at a moment’s notice anti-toxin or some 
other much needed remedy. 

Frequent consultation is made easier by meeting 
other doctors daily. This not only contributes to self 
improvement but promotes a better feeling within the 
profession, which is worth striving for. The hospital 
not only saves the doctor much annoyance by guarding 
him against error but it often averts a damage suit 
by a little tact in handling a patient who really may 
have some grounds for complaint. Even if the doctor 
does have the ill fortune to become party to such a suit 
the hospital may be of great assistance, not only by its 
accurate records but also by its attitude of genuine 
friendly helpfulness. 

The hospital, then, is plainly not a building or a 
group of buildings, nor even a doctor or group of doc- 
tors but is rather a very heterogeneous organization of 
which the doctor, the nurse, the dietitian, the statis- 
tician, the technician—yes, the scullery maid and the 
yard man are all a part, centering around the main idea 
of service for the patient. The ideal hospital is an 
enlargement of the group idea in medical practice. It 















has all its advantages and none of its disadvantages. 
The members of the staff should be as loyal to one an- 
other as are the members of a firm whose interests are 
common, There should be frequent consultation, there 
should be frank admission of mistakes and an honest 
discussion of the methods to be adopted to prevent 
them. An autopsy should be attended by a majority 
of the members of the staff. Discussion should. be open 
and friendly. There should be an absence of personal 
vanity and of jealousy. The only rivalry should be in 
the performance of the greatest service to the patient. 

It must be agreed that this is an ideal worth striv- 
ing for. If our unselfishness allowed us to consider 
such blasé, things as cash, we might ask ourselves: 
Would it pay? ‘We need not try to deceive ourselves 
by concealing the fact that the bitter rivalry which 
exists among some doctors, the bidding against one an- 
other, the fee splitting, rate cutting, jealousy and bare- 
faced lying that some are driven to, are destroying the 
confidence of the public and we are driving to the bone- 
yard of Davenport and its tributaries many followers 
of ethical medicine. If such a program pays, surely 
one of cooperation, helpfulness, frankness and honesty 
must, else my old copy books and Sunday-school teach- 
ers were all wrong, which God forbid. 

Service is reciprocal. We thus far, as generally 
we are, have been appraising the benefit of the hospital 
to ourselves. We usually feel that all we get from the 
hospital is scarcely enough. Have we ever asked our- 
selves: What am I doing for the hospital? We are a 
part of the hospital. If the hospital is falling down 
in the performance of its full duty, we as a part of 
it are at fault. See if the remedy is within our reach. 
What is our relation to our fellows on the staff? Are 
we merely tolerant of them or do we really have a 
fraternal regard for them? Do we readily lend a help- 
ing hand? Do we speak a kind word for them when 
opportunity offers or do we quietly knife them at every 
chance? Do we give them the benefit of our honest 
opinion in the staff meetings or do we there take oc- 
casion to ridicule our enemies? Do we watch the work 
of our brother practitioners with a view to improving 
ourselves or merely to pick flaws in their technic, to be 
retailed to the laity later? In other words, are we 
bending our efforts to enlarge the influence of the regu- 
lar profession and the hospital, as an authoritative 
teacher in matters of health, or are we contributing to 
ts downfall by our selfishness ? 

And how do we act toward the other important 
actors in the organization we call a hospital? True, 
the doctor is the head of the organization. He leads 
he way. Does he show himself a worthy leader or is 
ie merely a petty tyrant? The hospital with its com- 
lete personnel must be ready at all times to meet our 
needs. Do we expect it also to cater to our whims? 
(et us realize that in so large an organization made up 
of so many individuals there must be some rules. The 
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operating room crew, for example, must be on hand all 
day and if necessary at night. Is it right, because we 
prefer to operate in the evening—a case that could as 
well wait—that we demand their attendance at an un- 
reasonable hour? We expect them to make some sacri- 
fice in the interest of humanity. What sacrifice do we 
make? Do we sacrifice an evening at the theater to at- 
tend a staff meeting? The hospital is expected to 
search its records for data to benefit us. Are we 
ready to sacrifice a few minutes’ time to record our 
history, findings, patients’ progress notes, or other in- 
formation that makes these data possible ? 

Then there is the matter of support. Admitting 
that the hospital is an asset to the doctor, to the patient, 
even to the community, is it not worthy of our support? 
True enough it is an eleemosynary institution, but in 
this practical world we must provide means of susten- 
nance for ourselves, and so the hospital needs funds to 
carry on its work. No organization can conduct a hos- 
pital without money. Charity patients exclusively will 
not permit it to exist, much less to keep pace with the 
progress of medical science. Let us use our influence 
to enlighten the public as to its needs. Let us make 
use of its facilities for patients who can pay for them, 
as well as for those who cannot. Let us realize that 
in building up the hospital we are building for our- 
selves. We are not giving anything, we are only in- 
vesting. 

More important even than financial support is the 
need of moral support. Let us quit carping about little 
things. If there are any faults let us remedy them by 
constructive criticism in the staff meetings. If we cannot 
boost for the hospital, at least let us not knock it in 
public. To do so shakes the confidence of the public 
and weakens the influence of the hospital in the com- 
munity, an influence that can be a power for tremend- 
ous good alike from a humanitarian as from a purely 
selfish standpoint. 

“THE CAPES OF BLUE AND GOLD.” 


You no doubt have heard the story, 
That Blue means loyalty, 

And Gold is always precious, 
Be it on land or sea. 


But to show the world our spirit. 
Our training school to uphold, 
We have adopted the colors. 
In a cape of Blue and Gold. 


Blue means we'll always be loyal 
To school, known far and wide, 

To be soldiers, tried and true, 
With conscience as our guide. 


Beneath this coat of loyalty. 
A heart of gold you'll find, 
To tender sick humanity, 
Leaving worldly cares behind. 


Our school needs not an outward sign, 
To tell the world our deeds. 

But, in silence and with kindness, 
We minister to their needs. 


When the world forgets in sickness, 
One will always find a friend, 
Who cares for neither race nor creed, 

In a helping hand to lend. 


In blessing a new babe of humanity, 
In closing the eyes of the old, 
Lies a heart that’s covered with kindness, 
In a cape of Blue and Gold 
Agnes Birmingham, R. N., '19, 
St. Francis Hospital School for Nurses, 
Hartford, Conn. 
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HE Sisters of St. Joseph’s Hospital, the Advisory 
| Board, and the city of Hamilton are to be con- 
gratulated on the completion of a new nurses’ 
home and training school. Recently, with impressive 
ceremonies, the building was dedicated and the school 
formally opened. The Sisters of St. Joseph, who are 
in charge of the hospital, welcomed the guests at the 
beautiful entrance to the building. The structure in 
general, but particularly the spacious, tastefully deco- 
rated and furnished interior, elicited many words of 
praise from the visitors. 


The ceremony of the formal opening of the insti- 
tution took place in the reception room, where, in the 
evening, the nurses held an “at home.” The chairman 
was Senator George S. Lynch-Staunton, K. C., a mem- 
ber of the Board of Governors of the hospital. The 
guest of honor and chief speaker was Rev. C. B. Mouli- 
nier, S. J., Milwaukee, president of the Catholic Hos- 
pital Association of the United States and Canada. 
To those interested in hospital work Father Moulinier’s 
words were instructive and encouraging. Other guests 
present were the following members of the Board of 
Governors: J. M. Brown, chairman; Very Rev. Dean 
G. Cassidy, ex-Ald. Frank J. Radigan, secretary; W. P. 
Presnail, ex-Mayor C. S. Walters, and T. J. Mahony, 
ex-warden of Wentworth. Represented also were mem- 
bers of the county and city councils, medical profes- 
sion, clergy of both Catholic and non-Catholic churches, 
and the Children’s Aid Society. 


ST. JOSEPH’S HOSPITAL TRAINING SCHOOL, HAMJLTON, ONTARIO, CANADA. 


A New Nurses’ Home for St. Joseph’s Hospital, 
Hamilton, Ontario, Canada 











The Building. 

The training school will be known as “Under- 
mount.” It is located just south of the St. Joseph’s 
hospital buildings, in the quiet residential district under 
the mountain. It functions in a two-fold manner, as 
a home for the Sisters and a residence for the pupil 
nurses of the institution. There are separate entrances 
and separate staircases in each section. 

The building which is in the form of a huge letter 
L, is 206 feet in length on its longest side, and three 
stories in height. The “L” shape, with the double ap- 
proach on the angle, lends itself to the condition of 
facing two streets, while the angle makes an excellent 
location for the main reception room and library, which 
are entered from both the Sisters’ and the nurses’ por- 
tion of the building. 

Connection to the main group of buildings is had 
through a tunnel leading under the street to the main 
buildings, providing a stormy weather approach to the 
home, as well as an approach for the heating and light- 
ing mains. This passageway is designed for the com- 
fort of the Sisters and the nurses. Each Sister and 
nurse has an individual room ; the rooms are comfortably 
furnished with attractive furniture and a lavatory in 
every room provides hot and cold water. 

There are separate study rooms on different floors, 
also teaching facilities, and a large assembly room for 
entertainments and classes. The living room and library 
are connected with the Sisters’ and the nurses’ portion. 
The color of the walls, the woodwork, the hangers and 
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PARLOR, ST. JOSEPH’S HOSPITAL TRAINING SCHOOL, HAMILTON, ONTARIO, CANADA. 


Living Room. 


the floor covering are such as to give a home-like at- ; rim 
On entering the living room through the front 


mosphere to the entire building. The exterior is of a ; : : 

j Rice door, one is immediately impressed by the rich yet 
rough brick with stone trimmings, and the capacity of tasteful surroundings. Just inside the door is a small 
the building is 93 beds. office and telephone booth, and to the left is the living 



































PLOT PLAN OF ST. JOSEPH’S HOSPITAL, SHOWING THE RELATION OF THE NEW NURSES’ HOME 
TO THE MAIN BUILDINGS. 
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SECOND FLOOR PLAN OF THE NURSES’ HOME, ST. JOSEPH’S HOSPITAL, HAMILTON, ONT. 






room. Like the rest of the rooms in the building, the glow to the place. Hangings of striped purple velour, 
living room is furnished with polished oak floors. The trimmed with dull gold, are over the windows, and in 
walls are tinted a light cream. Three French windows’ the panels on the wall are two long mirrors in bronze 
lead out on to a balcony along the front of the room. frames. Three large crystal chandeliers furnish the 
At one end of the room, in a little arched alcove, is a lighting for the room. The floors are covered with 
large open coal fireplace of red tile and walnut. The Wilton rugs, and in one corner of the room is a walnut 
grandfather clock. A mohair Chesterfield suite, a wal- 







wall panel in the alcove is of scarlet, lending a warm 
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FIRST FLOOR PLAN, NURSES’ HOME, ST. JOSEPH’S HOSPITAL, HAMILTON, ONT. 


















nut piano, walnut tables and several other choice pieces 
of furniture complete the room. 
The Library. 

The library opens from the living room by sliding 
doors. Set in both walls are tall bookcases of walnut. 
On either side of the fireplace, which is of walnut and 
white marble, are French windows leading out into a 
sunken garden. The color scheme of the living room 
is carried out in the library, and over the coal fireplace 
is a panel of scarlet. The balance of the room is tinted 
a light cream shade. 

Classrooms. 

Opening off the main corridor, on the first floor, 
are a kitchenette, a small sewing-room, a lecturers’ 
cloakroom, which also serves for staff meetings, and a 
lunch room. A demonstration room, fully equipped, 
has been provided, for practical nursing by actual dem- 
onstration. 

At the end of the hall is a large lecture room, 
whose dimensions are 56 feet by 35 feet, and which 
accommodates from 300 to 400 students. A blackboard, 
charts and complete equipment for chemistry instruc- 
tion form part of the furnishings. Oak chairs with 
wide arms are used by the students in taking notes dur- 
ing lectures. The lecture room, which is bright and 
airy, with twelve windows, also serves as a recreation 
room, where dances are held by the nurses. 


The Basement. 

A feature of the basement is the laundry storage 
room, where the laundry of the nurses is sorted and put 
into individual bins. A small laundry for individual 
work has been installed, though the larger work is 
handled in the regular hospital building. Two trunk 
rooms, two storage rooms, a room containing 25 lockers 
for graduate nurses, and a large sewing room equipped 
with individual closets for unfinished work, are also 
found in the basement. 

The Rooms. 

The second and third floors are entirely devoted 
to bedrooms for the nurses. Accommodations have 
been provided for 93 nurses by 88 single rooms and 
five double ones. The equipment of the single rooms 
is identical. The rooms are eight feet and six inches 
by twelve feet and six inches. The walls are tinted a 
restful gray with a buff trim. On the floors, which are 
of polished oak, are Wilton rugs of distinctive pattern. 
Simmons metal beds of a dull walnut color and Mar- 
shall mattresses are in each room. A five-drawer chif- 
fonier with a plate glass top, an arm chair with tapestry 
upholstering, a completely equipped writing desk with 
a small chair, and a night table with a sani-onyx top, 
are provided for each room. Every piece of this furni- 
ture is of solid black walnut. A spacious clothes closet 
complete with hooks, shelves and hangers, a porcelain 
wash basin with running hot and cold water, and a shelf 
over the basin, are also to be found in each room. The 
bedrooms are heated by steam. The window in each 
room is covered with lace fish net curtains, sundure 
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overdrapes of blue or rose, and Holland blinds. A 
shaded reading light over each bed and a large ceiling 
light are also provided. The door of the room is of 
British Columbia fir, finished in mahogany, and on the 
inside of each door is a full length mirror. The name 
of each nurse is neatly inscribed in Old English letters 
on the outside of the door, just below the number of 
the room. 


The Corridors. 

Set into the walls of the corridors are seven hose 
reels in a glass case. The reels are of a collapsible 
type, set on steel extension arms. On each reel there 
are two fifty-foot services. The floors of the corridors, 
like the rest of the building, are of polished oak, and 
the walls done in buff and cream. There are six linen 
closets and five cleaners’ closets in the corridors. There 
are two bath rooms on each floor also, each of which is 
equipped with two baths and a shower. The floors in 
the bath rooms are of terrazzo, and the walls and par- 
titions are of marble. 

The Grounds. 

The new home is entirely surrounded by beautiful 
grounds and terraces, and plots are now being laid out 
for shrubbery and flowers. Directly in front of the 
building is an artistic rustic fountain. A large entrance 
facing the north is for the use of the Sisters and a 
similar entrance facing the east is for the nurses. To 
the rear of the building is a terraced garden which has 
been laid out as a tennis court for the nurses. Shrub- 
bery and flowers will be planted and every possible 
arrangement has been made by the hospital board to 
provide for the comfort and amusement of the nurses. 
Below this court, in the shade of the building, a sunken 
garden has been laid out by the landscape gardeners 
for the use of the Sisters. 

The advisory board of St. Joseph’s, which was 
responsible for the building of the nurses’ home and 
training school, is as follows: J. M. Brown, chairman; 
Senator George Lynch-Staunton, T. J. Maloney, Ches- 
ter S. Walters, William Presnail, Very Rev. Dean G. L. 
Cassidy, and Frank J. Radigan, secretary. The archi- 
tects were Stevens & Lee, of Boston, Mass., W. H. Yates 
Construction Co., Hamilton, Canada, contractor. 





Sister Perpetua. Sister Perpetua, 72, died at St. 
Mary’s Hospital, Superior, Wis., on February 28th, fol- 
lowing a brief illness of heart trouble. Sister Perpetua 
entered the convent in 1880 and came to Superior in 1895, 
where she entered St. Francis Hospital. Three years later 
she entered St. Mary’s Hospital, where she had remained 
until her death. 


Offers Intern Training. St. Mary’s Help Hospital, 
San Francisco, Calif., has been placed on the officially 
approved list of the American Medical Association for 
the training of interns. In writing to Sister Zoe on 
behalf of the Council on Medical Education and Hospitals, 
Dr. H. F. Sanger said: “It is a pleasure to be able to 
recognize the progress which has brought you up to your 
present stage of advancement, and it is an equally great 
pleasure to wish for you as great, or even greater, ad- 
vancement in the future.” 












Leper Hospitals of 


the Middle Ages — 


The Eradication of a Great Endemic Disease 


James J. Walsh, M. D., New York City, N. Y. 


NE of the most interesting phases in the history 
O of hospitals is to be found in the series of chap- 

ters that could be devoted to a description of the 
foundation, organization and development of leper hos- 
pitals, or leproseries, as they were sometimes called, of 
the Middle Ages. We are likely to think of these as 
comparatively few in number—scattered here and there 
outside of the larger towns—plague spots, fortunately 
not more than a few hundred in number, and thorough- 
ly segregated from the population, far from view as 
from contact with civilization. When it is recalled that 
even so sketchy a book in matters of medical history as 
“Osler’s Practice of Medicine,” suggests that there were 
probably some twenty thousand of these leper hospitals 
throughout Europe alone—we know of more than two 
hundred in England alone, which was one of the sparse- 
ly settled countries of Europe—this will give some little 
idea of the wide-spread diffusion of the disease; conse- 
quently, of the great social organization that was needed 
to care for the victims of it, and prevent its further in- 
filtrations into the population, to the detriment not 
only of the people of the time but also of future genera- 
tions. 

This much may be said at once, that the establish- 
ment of leper hospitals and the spread of the move- 
ment they represented, eventually led to the eradica- 
tion of the disease. It is a contagion not nearly so 
virulent, it is true, as it used to be, yet eminently dif- 
fusive. In spite of this and its wide foothold in the 
thirteenth and fourteenth centuries, there was very little 
of it in Europe at the end of the sixteenth century; the 
disease had practically disappeared, except for certain 
endemic foci, by the end of the seventeenth century. 
The fact, however, that these endemic foci still exist, 
so that there is leprosy in Iceland; in certain parts of 
Norway and Sweden; in the northern and western parts 
of Russia, particularly about Dorpat and Riga; in the 
Caucausus and in a number of places in the Near East; 
in the Balkans as well as in Asia Minor; in certain of 
the provinces of Spain and Portugal, and along the 
northern African coast, is a demonstration of its en- 
demicity over the known world of the older time.’ 

These are the portions of the western civilized world 
of the later Middle Ages in which proper hygienic pre- 
cautions were not taken; above all, the segregation of 
the disease failed, because of the lack of leper-houses, or 


1In this country we have three rather well established foci 
of leprosy as a result of contact with leprous portions of the 
old world. One of these is in Louisiana in which the disease 
has been known for nearly 150 years and of late is said to have 
increased. Probably it came originally from the north of France 
in which some leper families still existed after the middle of the 
eighteenth century. There is another focus of the disease in 
Florida, probably coming from certain northern provinces of 
Spain. Norwegian colonists brought some 200 cases into Minne- 
sota, but the disease has steadily decreased there, though there 
are some native-born lepers in the state. Altogether in the 
United States, we have 150 lepers born in this country, and 
nearly two hundred who contracted the disease in this country. 
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Lazarrettos, which were other names for these refuges 
or asylums for those suffering from the disease. How 
the name Lazarus became attached to them is not so very 
clear and the reference is not, of course, to Lazarus 
who was raised from the dead but to Lazarus, the typi- 
cal poor man, who ate the crumbs from Dives’ table and 
was afterwards appealed to by the rich man from hell 
for a drop of water. It will be recalled that this 
Lazarus had his sores licked by the dogs so that he seems 
to have had some chronic skin disease and this became 
confounded in some way with leprosy, though there is 
no hint in the Scriptures, I believe, of Lazarus having 
been a leper. 


The rest of Europe building its leper-houses, 
segregating its patients, preventing contact, did away 
with the contagion and eliminated the disease as a fac- 
tor in European medicine. It has been said, with no 
little justification very probably, that the Middle Ages 
had as their folk disease leprosy, while we in our time 
have tuberculosis. The Middle Ages proceeded to 
eliminate it, and we shall do very well if we but suc- 
ceed in achieving anything like the victory over our 
folk disease that they did. Our tuberculosis sanatoria, 
after all, represent in certain ways very much the same 
sort of institutions as the leper-houses of the old time. 
This. may seem to some a very crude comparison, but 
only a little definite information with regard to the 
leproseries is needed to make it clear that this is true, 
and that it is merely ignorance of the realities of the 
care for lepers which makes the comparison seem un- 
fitting. 


Ordinarily leper-houses are supposed to have been 
extremely cheerless, prison-like, and eminently unsatis- 
factory, almost inhumane dwelling places in which 
lepers were compelled to live by the utterly thoughtless, 
selfish, panicky laws which decreed leper segregation. 
Once it is known that many of these were beautiful 
places—groups of little houses, situated on charming 
hillsides, surrounded by trees and usually with a water- 
course running through them, that a chapel was very 
often associated with them, that while contact with 
people was forbidden, the lepers could talk to their 
friends and receive many delicacies, that saints. visited 
them and that men like St. Louis, the great King of 
France, went out of their way when they were on jour- 
neys in order to be sure that the leper-houses were 
There is a focus of the disease also in Canada, in two or three 
counties of New Brunswick and in Cape Breton. These cases 
originated from leper patients who came probably from Nor- 
mandy. There is a Lazaretto for them at Tracadie, New Bruns- 
wick, where they are cared for by a community of volunteer 
Sisters. Segregation is gradually stamping out the disease in 
the province. A few cases are met with among the Icelandic 
settlers in Manitoba and the Chinese in British Columbia. 
Twenty years ago when the United States took over the Philip- 
pines, there were some four thousand lepers on the Islands. The 
problem of caring for the disease, and elimipating it, is still with 


us so that a discussion of its accomplishment in the middle ages 
is of practical interest. 
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properly cared for—a much better and truer notion of 
what these meant is secured. It is important to have 
such ideas, not only because they represent historical 
truth but because they tell the story of how a great folk 
disease was conquered and absolutely eradicated, with- 
out nearly so much suffering to the individual patient 
as is usually supposed to have been the case. 


In her book on “The Medieval Hospitals of Eng- 
land,” Rotha Mary Clay has told the story in particular 
of the leper in England. As her book has a preface by 
the Lord Bishop of Bristol, in which he declared that 
he doubted when asked to write the preface, as to the 
adequacy of the material at her disposal but found that 
his doubts had been much more than removed, it is easy 
to understand that she has gone back to the documents. 
The good Bishop of Bristol did not hesitate to say that 
“it provides remarkable evidence of the very large part 
played by hospitals—in the widest sense of the word— 
in the social life of the people of this land, in the earlier 
(as well as the later) Middle Ages. Certainly anyone 
who wants to know about the role that hospitals played 
in social life, and the function they performed in reliev- 
ing suffering mankind in all sorts of crises and emer- 
gencies, as well as in the chronic troubles of life, should 
read this volume. 

At the beginning of her chapter on the Lazar- 
houses Miss Clay says: “On the outskirts of a town 
seven hundred years ago, the eye of the traveller would 
have been caught by a well-known landmark—a group 


of cottages with an adjoining chapel, clustering round 


a green enclosure. At a glance he would recognize it 
as the lazar-house, and would prepare to throw an alms 
to the crippled and disfigured representative of the com- 
munity. It is a startling fact that there is documentary 
evidence for the existence of over two hundred such in- 
stitutions in this country in the Middle Ages, though 
historians disagree in their conclusions on this subject, 
as they do on the extent and duration of the disease 
itself.” 

Miss Clay gives the well known reasons why 
leprosy is not to be thought of at all as having been 
spread by the Crusades. Voltaire, of course, has made 
an epigram on the subject which a great many people 
quote: “All that we gained in the end by engaging in 
the Crusades was the leprosy; and of all that we had 
taken, that was the only thing that remained with us.” 
It is well know now that there were lepers in Saxon and 
early Norman England. At least two Lazarettos were 
established a little more than twenty years after the 
conquest and before the first Crusade. It is nearly time 
now that Voltaire’s epigrams should always be taken 
exactly in the contrary sense as absolute truths. He 
said of Herodotus, “father of history, no rather let us 
cal him the father of lies” but every excavation in 
modern times has confirmed Herodotus. Voltaire de- 
clared that many a ballad singer of Paris was as great a 
poet as Homer, that Shakespeare was a butcher because 
of murders brought on the stage, and Dante a medieval 
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barbarian. No wonder that Voltaire could not under- 
stand the Almighty. Those above him were manifestly 
incomprehensible to him, and this was above all true 
of the spirit of Christian charity of the Middle Ages. 


But to go back to the leper houses, one of the 
extremely interesting conditions in the leper-homes was 
the magnificent organization of them under such cir- 
cumstances as practically made them a religious com- 
munity. In the thirteenth and early fourteenth cen- 
turies, before the Black Death came to disturb every- 
thing, all the inmates heard Mass daily and kept the 
canonical hours quite as the religious orders of the time 
did; indeed they were looked upon as a sort of special 
religious congregation. They were frequently given 
conferences or exhortations and were counselled to pray 
for others and to offer up their sufferings for the benefit 
of others. In this way they were made to feel that their 
lives, inspite of their maimed and diseased conditions 
and their segregation—which made them apparently 
useless members of society—were of real value both to 
themselves and others, and through their voluntary 
sacrifice their sufferings might be made of great service 
for the good of those whom they loved, as well as for 
their rulers and their communities. 

According to their rules those who were too sick to 
leave their beds were to raise themselves up at the sound 
of the bell and join in worship. The infirmaries of 
their leper-homes were sometimes built like the hospitals 
of the time, with the wards in cruciform shape and the 
altar at the center of the cross. The chapel for those 
who dwelt outside the infirmary was in the form of a 
naive with the three arms so arranged that the patients 
could see the Mass going on. It is easy to understand 
what a consolation their daily Mass must have been for 
them. Those who were in extreme weakness were coun- 
selled to lie still and pray. They were exhorted to 
offer up their prayers specifically for the benefit of the 
universal church, for the king and queen and particular- 
ly for the benefactors of the institution in which they 
were cared for. Whenever these special prayers were 
omitted one day, they were required to be said on the 
following day, so that the lepers had regular occupa- 
tions of mind for many hours out of the 24 and the ful- 
fillment of these pious obligations provided them with a 
great deal of satisfaction. 

When Father Damien took up the work among the 
lepers at Molokai and eventually succumbed to the dis- 
ease, as the result of the whole-hearted way in which he 
devoted ‘himself even to the worse cases among his 
brother lepers, all the world of the modern time was in 
admiration. There have been many other volunteers 
for service among the lepers in the religious orders of 
our day, whose sacrifice has been hidden in Christ, but 
whose work has been quite as precious as that of Father 
Damien. - Even here in this country the Sisters in 
Louisiana and at Tracadie have for years taken care of 
the lepers. There has been no trouble at all in securing 
men and women in many parts of the world to take up 
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this dangerous occupation so deterring to human nature 
which involves segregation from civilization for the rest 
of life. 


So it was in the olden time in even larger measure 
than in ours because the need was so much greater. We 
have the best of evidence, that of a contemporary, as to 
the volunteers who for religious motives took up the care 
of the lepers in the later Middle Ages. The well known 
Jacques de Vitry, the historian of the Crusades, Bishop 
of Acre and afterwards of Tusculum, who was made 
Cardinal by Pope Gregory IX, was probably in the best 
possible position to know the details, said that “there 
are innumerable congregations both of men and women, 
renouncing the world and living regularly in leper- 
houses and hospitals of the poor, humbly and devoutly 
ministering to the poor and infirm.” He can scarcely 
say enough in praise of their work but has left us this 
precious tribute: “These ministers of Christ, sober and 
sparing to themselves and very strict and severe to their 
bodies, overflowing with charity to the poor and infirm, 
and ministering with tender heart to their necessities 
according to their powers, are all the more lowly in the 
House of God as they were of high rank in the world. 
They bear for Christ’s sake such unclean and almost 
intolerable things, that I do not think any other can be 
compared to this martyrdom, holy and precious in the 
sight of God.” 

What is especially interesting is that scarcely any- 
one who had any money to leave—where there were 
lepers in the neighborhood—failed to remember the 
lepers in his or her will. Bishop Bitton of Exeter left 
money to lepers in 39 localities within his diocese. 
Anyone interested in the old spelling of English, and 
who wants an answer for those good people who insist 
that we must not reform our spelling because we would 
thus depart from the English of Shakespeare and 
Chaucer, should read some of these clauses of wills and 
expressions from the foundation documents for lepers. 
For instance St. Katherine’s hospital was founded in 
1316 for lepers and other mendicants in the following 
words: “If it happe (hap) anie (any) man or woman 
of the cittie of Rouchester to be uisited with lepre, or 
other suche diseases that longe (belong) to impotence, 
with unpower of pouertie (poverty), there sholde 
(should) be receaued, (received) .” 


The Black Death which came to England just be- 
fore the middle of the fourteenth century, impoverished 
the leper hospitals, and made it very difficult for the 
lepers but it did the same thing for nearly every social 
need and function of the time. One fortunate result 
in a way was that it put a great many lepers out of 
existence and thus must surely have been an important 
factor in the decline of leprosy itself. “If it reduced 


the population by two-thirds, or even by one-half, as is 
computed, it also carried off the weakest members of 
society, those most prone to disease. When the plague 
reached a lazar-house, it found ready victims, and left 
it without inhabitant. 


The same may be said of the 
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terrible, though lesser pestilences which followed (1361- 
76). The attempt to purify towns by sanitary measures 
contributed to the improvement of public health. In 


.Bartholomew’s De Proprietatibus Rerum (circa 1360) 


it is declared, among divers causes of leprosy that ‘some- 
tyme it cometh—of infecte and corrupte ayre.’ Steps 
were taken in London to improve sanitation (1388) 
because ‘many and intolerable diseases do daily hap- 
pen’.” In a word the development of a knowledge of 
sanitary principles, and their proper application to 
the crowded life of cities, helped in the gradual elimina- 
tion of leprosy as well as many of the ordinary infec- 
tious or contagious diseases. 

There is no doubt at all that large numbers who 
were condemned as lepers, to absolute segregation for 
the rest of their lives, were really not suffering from 
the specific disease lepra, due to what we know as the 
lepra bacillus. Chronic skin diseases of all kinds, and 
particularly various forms of skin tuberculosis, un- 
doubtedly were counted among the leprosies. Lupus 
with its tendency to produce deformation of the face 
and nose, or at least serious disfigurement, would have 
been extremely difficult for our medieval brethren to 
differentiate from true leprosy. Lupus of the forehead 
would have made a still more difficult problem in dif- 
ferential diagnosis. Very probably certain of the 
cutaneous syphilides would have been also a hard task 
to distinguish from leprosy. It probably worked no 
great hardship but on the contrary, however, did a good 
deal of good to segregate such patients from the general 
population. The same thing is true regarding certain 
other contagious skin diseases of chronic character. 

Without much doubt, however, many harmless skin 
diseases of generalized character, were counted among 
the leprosies, and the victims of them had to live among 
the lepers. This will not be surprising if I may be per- 
mitted to recall the fact that as late as 1897, that is 
25 years ago, I saw in Professor Kaposi’s clinic in 
Vienna, a poor fellow who had been sent up to the 
Allgemeines Krankenhaus in that city, supposed to be 
suffering from leprosy, but who had only a very general 
and severe form of psoriasis. Down in the country 
place from which he came, somewhere down in Bes- 
sarabia, the authorities, including apparently even the 
district physician, had insisted that as a leper he should 
live apart from the community. He was shut up in an 
abandoned house and food and drink were placed for 
him on the door step with the distinct understanding 
that he was not to open the door till the food bringers 
had gone away a good distance. He had been for years 
thus treated until finally arrangements were made to 
bring him to the Vienna general hospital. 

Of course the popular impression with regard tc 
the contagiousness of leprosy we now know to be entirely 
wrong. I attended the International Lepra conference 
in Berlin some 25 years ago as a reporter for a series of 
American medical journals, and none of us hesitated « 
moment to talk with, touch, and feel the lesions of th« 
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more than score of lepers who had been brought for pre- 
sentation at the congress. No one has ever developed 
leprosy, it is said, who has been less than seven years in 
intimate association with the lepers. We have other 
contagious diseases that are intensely more virulent, 
yet people apparently have no dread of them. We hear 
of poor lepers shipped in freight cars and the like from 





“Treat the Whole Man.” 

“Man is a creature composed of body and soul 
made to the image and likeness of God.” This is the 
simple, yet complete, definition found in our catechism 
and is one of the first truths which a child learns 
in the Christian doctrine class. And yet how prone 
we are to forget this fact when treating the human 
being for the many ailments with which man is afflicted. 
And the failure to cure is due in a large measure to the 
neglect of this one simple doctrine. 

No Catholic will dispute the fact that the human 
being is made up of soul, mind and body; therefore, 
we need not stop to prove this. However, it may be 
advisable to clarify the relation between these in con- 
nection with the treatment of various maladies. “The 
soul is a spiritual being. Its intellect is a spiritual 
power or faculty. The mind comprises not only the 
intellect, but also all those lower faculties or powers 
which supply the materials for our thought, the chief of 
which is the imagination. Now, imagination is an 
organic faculty; it works in and by a bodily organism, 
which is the brain.” Hence, the connection between 
soul, mind and body, since the brain, being in close 
relation with all other parts of the body, through the 
nervous system, acts as the connecting link between 
them. 

Our soul, in its present state of substantial union 
with our body, is extrinsically dependent on the body 
because it forms its ideas from the sensible objects pre- 
sented to it through the external senses of the body. 
The life of the body, on the other hand, depends on the 
soul. This inter-dependence is such that one part can- 
not be affected without producing some effect on the 
other, and this fundamental principle must not be lost 
sight of for one moment in treating the diseases of man. 

Diseases may be divided into bodily and mental 
iffections. However, this classification is simply made 
or the sake of clarity. The disease derives its name 
rom the preponderance of the symptoms, whether of 
he body or the mind. The expression “a sound mind 
3 a sound body” is familiar to all. But the effect of 

sin-stained soul on the mind of a normally sensitive, 
onscientious Catholic is not always considered. “The 
vages of sin is death,” says the Apostle. A “sick” soul 
may produce its counterpart in a “sick” mind, and may 
lead to mental and physical corruption. On the other 
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one state to another but this is only the ignorance and 
old-fashioned superstition of health authorities. There 
are plenty of superstitions apart from religion, and this 
regarding the ready contagiousness of leprosy is one of 
them. Where there are a great many lepers, however, 
the only way to get rid of the disease is to do exactly 
what the medieval people did, segregate them. 















hand, a bodily affection caused by the abuse of alcohol, 
opium, food, and other stimulants, or intemperate habits 
of various kinds will have its evil effect on the mind, 
the intellect, and, hence, the soul, through the effect of 
these on the brain, which is the soul’s medium of ex- 
pression. The power of the mind over the body is a 
matter of common knowledge. This fact is carried to 
a fanatical extreme by Christian Scientists and to a 
lesser degree is demonstrated by mental suggestion, 
hypnotism, etc. Such systems of cure, like that of Dr. 
Coué of Nancy, France, is based upon this fact. A 
sudden mental shock, such as fright, will at once affect 
the function of certain organs of the body and will be 
accompanied by pallor, cessation of breathing, slowing 
of the pulse and sometimes fainting. Constant mental 
strain or worry will also affect the body to a less marked 
degree, but nevertheless in a positive way, causing loss 
of appetite, indigestion, chronic diseases, and various 
so-called nervous affections, such as hysteria, neuras- 
thenia, etc. In like manner, a beneficial influence on 
the body may be brought about by a pleasant attitude 
of mind, a clean conscience and habitual optimistic 
thoughts and desires. It is thought by some scientists 
that music, which is pleasant to the ear, would be bene- 
ficial in certain obscure nervous and mental diseases. 


























The effect of bodily diseases on the mind is less 
clear. However, we know that bodily diseases which 
indirectly cause general debility, with lack of proper 
nourishment of the brain and the nervous system or the 
poisoning of these by toxic by-products of the body will 
necessarily affect the working of the mind. Other ex- 
amples of this are found in starving people who are 
apt to go insane, in hardening of the arteries or blood 
vessels of the brain, with mental symptoms, and in such 
diseases of special organs like the liver and kidneys, 
when these organs do not eliminate the poisonous by- 
products of the body, permitting these to circulate 
through the brain and cause deleterious effects on the 
mind. Any enervating influence, such as over-stimula- 
tion of any kind, followed by nerve exhaustion, will dis- 
turb the function of these organs with a consequent re- 
tention of waste products in the system which first affect 
the most delicate part of the body, namely, the brain, 
and whenever the brain is affected, the mind, the intel- 
lect, suffers. 
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In treating man’s ailments, care must be taken that 
the beneficent influences upon soul, mind and body be 
utilized to the fullest extent if a complete cure is to be 
attained. It is strange to note how many people expect 
to cure their particular affections, whether of mind or 
body, without taking these facts into consideration. 
On the one hand, Christian Scientists, psychiatrists, or 
mind specialists, will try purely mental treatment, men- 
tal suggestion or hypnotism on certain diseased minds 
without realizing that the derangement may be due to 
some external or internal physical poison or irritant 
which is affecting the brain and hence the mind, and 
which must of necessity be removed or counteracted by 
appropriate physical means before a cure can be effected. 
Or again, the affected mind may be the subconscious 
manifestation of a sinful soul which must be cleansed 
by the sacraments of Penance, Holy Eucharist, and 
even Extreme Unction may be found necessary before 
the patient will recover completely. One of the best 
known American alienists, Prof. G. Stanley Hall, who 
is not of our faith, once stated that the Sacrament of 
Penance or Confession as administered by the Catholic 
Church prevented more cases of dementia precox or 
insanity in the young than any medical treatment 
known. It must be remembered that “the intellect or 
understanding of the spiritual soul is so closely united 
in its action and its very being with the organic body 
and, therefore, the brain, that the two ever act jointly, 
like the two wheels of a vehicle. If one breaks down, 
the other is thrown out of gear.” In some mental cases, 
however, like the mental disturbances of pregnancy or 
lactation and toxemic dementia, that is, mental derange- 
ment due to poisons of the body, the treatment of the 
affections of the brain, a bodily disease, by rapid and 
thorough elimination and by the moderate use of whole- 
some food, healthy exercise, fresh air and all that ben- 
efits the nervous system, such as change of scenery, rest, 
ete., is followed by a cure of the mental condition. But, 
of course, even here, the beneficent influences on the 
soul and mind ought not to be neglected. 


The tendency of some physicians to consider all 
bodily ailments from a purely physical standpoint and 
to treat them entirely with physical remedies is equally 
erroneous. In other words, it is folly to believe that 
by taking a definite number of kilograms of human 
being and adding thereto a definite number of grams 
of a certain drug or medicine, a definite, constant reac- 
tion will result, as with chemical substances mixed in a 
test tube. This tendency is aggravated by the many 
proprietary remedies which are put on the market as 
“cures,” and even by many so-called ethical prepara- 
tions of pharmaceutical or biological laboratories, whose 
virtues or beneficial effects have been tested out in vitro, 
that is, in the retort or test tube, or on laboratory ani- 
mals, such as dogs, rabbits and guinea pigs. Most of 
these products eventually fail to produce the desired 
and expected results on human beings, and, necessarily 
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so, for obvious reasons. The effect of a drug, vaccine 
or other medicinal preparation on an individual may be 
modified or neutralized by the substance in the human 
stomach, intestines or blood not present in the labora- 
tory animal or test tube, or it may be exaggerated, 
diminished or even entirely inhibited by the psychic or 
mental influence characteristic of human beings which 
is not found in the irrational animal. In other words, 
they ignore the fact that man is a rational animal with 
a soul, an intellect, a will-power; that he is unlike any 
other created being and cannot be treated like a brute 
beast, or as though he were nothing but a “curiously 
developed lump of matter.” The practice of medicine 
which is based upon such false premises is bound to fail 
in its scientific endeavor to cure human beings of their 
ailments and will, sooner or later, go down into ob- 
scurity and oblivion. 

Many individuals are alleged to have been cured by 
various methods of treatment, including medicinal, op- 
erative and mechanical, but proof is lacking that the 
cure was accomplished solely by means of the treatment 
prescribed and entirely to the exclusion of any other 
influence, spiritual, mental or physical. Faith in the 
treatment, whatever it may be, is a great factor which 
very often brings about a cure, and not the treatment 
itself. This is also the case when a patient has confi- 
dence in the particular doctor or person prescribing or 
suggesting the treatment. Therefore, who can say but 
that the patient might have recovered through nature’s 
own efforts, in spite of, rather than because of the treat- 
ment given? Who can say but that the patient might 
have been benefited by the spiritual advice of his con- 
fessor and the administration of the Sacraments? Who 
can say but that the patient’s mental condition was 
improved by a favorable turn in his social or financial 
relations, with a consequent beneficent influence on the 
body in general? Who can say but that the patient 
might have taken something else besides the prescribed 
treatment or medicine and this produced the result ob- 
tained? And yet, with all these possibilities, many 
testimonials are given, by the enthusiastic patients, of 
the wonderful results achieved by a certain medicine, 
treatment or operation, the credit being given to the 
last thing done or taken, on the false theory of “post 
hoc, ergo propter hoc.” 


With even these few fragmentary observations, we 
must conclude that, being a rational being, with a body, 
mind and soul, these working in close relation, one with 
the other, when man is ill, no. matter what the ailment, 
all the beneficent forces should be brought to bear 
through the physician, the priest and the nurse, or, in 
other words, the whole man must be treated, in order 
that he may be returned to a normal state of true health, 
which implies the harmonious co-operation of the soul, 
mind and body within himself and in relation to God, 
his Creator, and the outer world about him. 











; _Luetin Test. 
The Luetin reaction is of some value in the diagno- 


sis of tertiary and hereditary syphilis. Lwuetin is a 
sterile extract of pure cultures of the Treponema palli- 
dum. The test is made by the injection of a small 
amount (0.2 c.c.) into the skin, a positive reaction pro- 
ducing an inflammatory edema of varying degree to- 
gether with papule of pustule formation. 

It is important to remember that persons under 
treatment with iodides will give a positive luetin re- 
action in the absence of syphilis. 

Mallein Test. 
The mallein test is utilized in the diagnosis of 


glanders in animals. Mallein is a sterile glycerine ex- 
tract of pure cultures of the Bacillus mallei and the 
test is made by the subcutaneous injection of mallein, 
or the extract may be dropped into the conjunctival sac. 
A positive reaction is shown by a conjunctivitis in the 
opthalmic test, or by a rise of temperature and a focal 
reaction in the subcutaneous method. 


Schick Test. 
A comparatively recent test, which, however, is not 


anaphylactic in character, but which is based upon the 
mechanism of antibody formation, is designed to show 
susceptibility to infection with B. diphtheriae, as evi- 
denced by the presence or absence of diphtheria anti- 
toxin in the blood. This is called the schtick test and 
consists of the intradermal injection of a small amount 
(one-fiftieth the M. L. D.) of diphtheria torin. If 
the individual tested has in his blood antitoxin in suf- 
ficient amount to neutralize this amount of toxin, no 
reaction occurs, the reaction is negative locally, and he 
is presumed to be relatively protected against the infec- 
tion. If, on the other hand, antitoxin is absent in suf- 
ficient amount to neutralize the toxin injected, the re- 
action caused in response to the toxin injection is 
evidenced by local edema and redness at the site of 
injection. Such a reaction indicates that the individual 
has no perceptible amount of antitoxin in the blood 
and will be susceptible to infection with B. diphtheriae 
unless immunized. 

The test is a purely inflammatory reaction due to 
the presence of non-neutralized toxin acting as an irri- 
tant in the skin and not an anaphylactic reaction as are 
the luetin and tuberculin tests. 

The toxin for injection is secured by growing 
diphtheria bacilli in pure culture in bouillon, the toxin 
produced passing out into solution in the broth and the 
bacteria later being removed by filtration. The mini- 
mum lethal dose (M. L. D.) of this toxin is then de- 
termined by the method outlined under antitoxin, and 
the amount used in the test is one-fiftieth the M. L. D. 
so diluted as to be contained in 0.2—0.3 c.c. of normal 
saline. 

A correct technic is of the highest importance. 


Bacteriology and Applied Immunology — VII 
Robert A. Kilduffe, M. D., Pittsburgh, Pa. 
(Continued) 
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The arm is cleansed in the deltoid region and the 
injection made with a sterile syringe and a fine needle 
into the epidermis. If the injection has been properly 
made a white wheal will appear at the site. At the same 
time a control injection of heated and, therefore, inert 
toxin is made in the same region of the other arm in 
order to guage the amount of reaction due to trauma 
and to the proteins contained in the toxin, in case the 
patient should be hypersensitive to them. 

. The Reaction: A positive reaction appears in 24- 
48 hours and is indicated by an area of redness and 
induration due to edematous infiltration and measuring 
from one to two and a half centimeters. It signifies 
that the individual had not in his blood enough anti- 
toxin to neutralize the toxin injected and that he is, 
therefore, probably susceptible to diphtheritic infection. 

A negative reaction shows nothing more than the 
puncture site or, possibly, a small area of redness which 
soon disappears. 

The pseudo-reaction is generally anaphylactic in 
response to the protein contained in the toxin and con- 
sists of an area of redness and edema which, however, 
disappears in 48 hours, without leaving the brownish 
discoloration and even desquamation seen in the true 
reaction. 

Individuals reacting to the Schick test are to be 
looked upon as susceptible to diphtheria and had better 
be immunized. 

This can be done in either of two ways: A purely 
passive and temporary immunization can be secured by 
the injection of a prophylactic dose of antitoxin. 

A better and more satisfactory method is to pro- 
duce an active and lasting immunization by the use of a 
toxin-antitoxin mixture which stimulates the patient’s 
own antibody mechanism to the formation of diphtheria 
antitoxin bodies which are more stable, effective, and 
lasting than those passively conferred upon him by the 
injection of serum. 

The toxin-antitoxin mixture consists of toxin in 
the amount of 400 times the M. L. D. to which has been 
added enough antitoxin to render it harmless, the mix- 
ture still containing enough active toxin to stimulate 
the production of antibodies. 

Complement Fixation Tests. 

These tests, the purpose of which is to show the 
presence or absence of specific antibodies, are more com- 
plicated than those just described and utilize several 
related immunologic principles. 

The Wassermann test for the diagnosis of syphilis, 
being the most frequently used and a type of all com- 
plement fixation reactions, will be described, the prin- 
ciples involved being the same for all. 

Complement is a substance present in all serums— 
normal or immune—destroyed by heating to 56° C. for 
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15 minutes, and which acts with an amboceptor to pro- 
duce lysis or solution of cells. 

Amboceptor: As implied in the definition of com- 
plement, the complement alone cannot cause lysis but 
requires the presence of an interbody which will connect 
it with the body to be lysed or dissolved. This inter- 
body is the amboceptor, so called because it is thought 
to have two arms, as it were, one to connect it to the 
cell or body to be lysed, and the other to connect it to 
the complement which is thereby brought into relation 
to the cell which it will then dissolve. 

Amboceptors are highly specific and will react only 
with the antigen which caused their production. 

For example, if a rabbit is injected with a suspen- 
sion of red blood cells from another species—man, ox, 
sheep, etc.—the red cells injected constitute a foreign 
body in the rabbit’s circulation. 

The complement of the rabbit’s blood possesses the 
power to dissolve these foreign cells providing there is 
an amboceptor present which is specific for those cells 
and by means of which the complement can be united 
to them. 

Such an amboceptor, however, does not normally 
exist in the rabbit’s blood but is produced as a part of 
an immune mechanism set in motion to protect the 
rabbit from the invasion of these foreign cells. After 
the lapse of a sufficient time to permit of the accumula- 
tion of such an interbody in the circulation, the sheep 
cells are joined to the complement by means of this 
amboceptor and lysis of the cells occurs. 

Such an amboceptor will only connect sheep cells 
to the complement and will not interact with any other 
type of cells, being, as has already been noted, highly 
specific for the antigen which resulted in its production. 
This antibody, because of the effect which it aids in 
producing, in this case solution or lysis of blood cells, 

‘is called a hemolysin. To denominate the particular 
type of blood cells with which it will react, it is spoken 
of as an anti-sheep hemolysin, anti-ox hemolysin, anti- 
human hemolysin, etc. 

The arm of the amboceptor which connects it with 
the blood cell is called the antigenophile arm, and that 
which connects it with the’ complement the comple- 
mentophile arm. 

The principles upon which the Wassermann test 
depend, are, briefly, as follows: 

Syphilis, like any other infection, causes the pro- 
duction in the blood of the patient, of specific substances. 
In the presence of complement, these substances will 
unite with a suitable antigen. 

The actual test, therefore, consists in placing the 
suspected serum in contact with a suitable antigen in 
the presence of complement at a suitable temperature 
and allowing them to remain in contact for a sufficient 
length of time for union to take place—generally one 
hour in a water bath at 38° C. 

As all of these substances are practically colorless 
in the dilutions in which they are used, an indicator is 
required to determine whether or not a combination of 
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antigen, specific substance (called a “reagin”), and 
complement has taken place, or, in other words, to de- 
termine whether or not the complement has been 
utilized, “absorbed,” or “fixed.” 

The indicator made use of is called the hemolytic 
system. 

The hemolytic system consists of : 

(a) A suspension of washed sheep cells (erythro- 
cytes) in normal salt solution, the cells being washed 
to remove the complement normally present in the sheep 
serum. 

(b) An amboceptor capable of causing a solution 
of sheep erythrocytes in the presence of complement, 
such an amboceptor being called an anti-sheep hemo- 
lysin. 

As already indicated, an anti-sheep amboceptor is 
produced by the injection of a rabbit with sheep cells, 
and heating the rabbit serum containing the ambo- 
ceptors to remove the native complement. 

The removal of natural complement, which as has 
already been noted, is present in all serums, is called 
inactivation, and not only the amboceptor but the serum 
to be tested is inactivated. 

It will thus be seen that while there are really two 
reactions—one to demonstrate the union of syphilitic 
“reagin,” and antigen, the other to demonstrate the 
union of anti-sheep amboceptor, sheep cells, and com- 
plement with subsequent hemolysis, both requiring the 
presence of complement for their completion—there is 
only one portion of complement present, the natural 
complement having been removed from the patient’s 
serum and rabbit serum by heating, and the complement 
necessary for the reaction being supplied by the use of 
guinea-pig serum. 

The test tube in which the reaction takes place is 
filled as follows: 

1. Measured amount of antigen (does not contain 
complement). 

2. Measured amount of patient’s serum (heated to 
remove complement). 

3. Measured amount of complement (supplied by 
guinea-pig serum). 

This mixture is incubated and, after incubation, 
the following substances are added in ‘the order indi- 
cated : 

4. Measured quantity of sheep cells (washed to 
remove complement). 

5. Measured quantity of anti-sheep amboceptor, 
sufficient, in the presence of the complement, to com- 
pletely dissolve the amount of sheep cells added in the 
test. The complement has been removed from the am- 
boceptor by heating. 

The tubes are then reincubated for 15-30 minutes. 

All the substances used in the test are carefully 
and quantitatively measured, and there is exactly 
enough complement present to complete one or other— 
but not both—reactions. If, therefore, the serum con- 


tained syphilitic “reagin” and combination with the 
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antigen occurred, the complement will have been fixed, 
or absorbed, or utilized by this reaction. On the subse- 
quent addition of sheep cells and their hemolysin, there 
being no complement available for the completion of 
this reaction, hemolysis will not take place and the re- 
action is positive for syphilis. (Fig. 22.) 

If syphilitic substances were absent then the com- 
plement is not utilized for their union with the antigen 
and will be available for the union of sheep cells, ambo- 
ceptor, and complement with resultant hemolysis—a 
negative reaction. (Fig. 22.) 

Complement fixation tests, while of the greatest 
value in the diagnosis of syphilis, are also used in the 
diagnosis of gonnorheal infections, to some extent in 
tuberculosis, and echinococcus disease, and in the j-lenti- 
fication of bacteria. 

As originally conceived, the Wassermann test was 
held to be a true, specific biologic reaction, it being 
thought that the substances in the serum which com- 
bined with the antigen were in the nature of antibodies 
which would react only with extracts of the causative 
organisms. 

Extensive investigations, however, have shown that 
the antigens need not be composed of syphilitic tissues 
and that the reaction is more of a chemical phenomenon, 
depending upon the presence of lipoidal substances re- 
sulting from tissue changes produced by the activity of 
the Treponema pallidum, the reaction being specific 


only in that sense. 
(To Be Continued) 


In Through and Around the Hospital 


A Collection of Ideas, Mostly Constructive 
Herman A. Felder, Providence Hospital, Everett, Wash. 


A friend calls, “How is John Smith?’ The telephone 
operator corisults the floor’s report. “About the same.” 
And she doesn’t know whether John has a broken leg or 
malaria. “Condition unchanged” is another floor report 
that means very little. 

X-ray fees and laboratory fees are out of: proportion 
to each other. Cost of operation and value of service in 
each department is about equal, but the laboratory suffers 
from a lower fee schedule. This condition might be 
remedied. 


The large anatomical charts are mighty good things 
to have on the operating room walls. 

Ask a dozen nurses “Who is the most important per- 
son in the surgery room during an operation?” Most of 
them will fail to say, “The patient.” 

A manometer for determining the pressure of the 
spinal fluid at the time of lumbar puncture is an instru- 
ment that the hospital should be prepared to supply. 

Do you know of any professional journal of more 
attractive appearance than Hospitat Proaress ? 

The nurses can learn more anatomy in one hour in 
the autopsy room than in five hours in the classroom. 

A full and technical report of all autopsies should be 
a part of the patients’ chart, whether the autopsy ie per- 
formed in the hospital or at the undertakers’ establish- 
ment. 

_ The porcelain hot water jugs seem to be good sub- 
stitutes for the troublesome hot-water bottles. 

; There are so many types of basal metabolism ma- 
chines on the market that one scarcely knows which one to 


install. But the installation of one is almost a necessity, 
even in the smaller hospitals. Metabolism laboratories 
have a distinct place in the institution. 

An important sheet on the chart is the one that begins 
with “Tentative diagnosis” and ends with “Final diagno- 
sis.” The doctor does not always complete this sheet with 
pleasure. 

If the hospital does not maintain a patients’ library 
—and use it—the public library might be asked to put in 
a branch. Usually they will do it gladly. Better the 
patient read good fiction than the cheaper magazines. 

There seems to be no serum or vaccine of proven 
value in the prevention or treatment of influenza and 
pneumonia. 

Ten years ago the patient did not know that blood 
taken from the arm usually meant a Wassermann test. 
But times have changed. 

Confucious once said: To know what we know and 
to know what we do not know—that is understanding. 

He also remarked: Study without thought is vain; 
thought without study is dangerous. 

If it were possible to study a condition from only one 
angle—know the pathology. All else will follow. If the 
pathology is known and, perforce, the mechanism under- 
stood, the symptomatology and rational indications for 
treatment will readily be deduced. 

Also, fewer prescriptions will be written for expector- 
ants in the stage of consolidation in pneumonia, for ex- 
ample. 

The laboratory is of the most assistance when the de- 
mands made upon it are intelligently conceived. 
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THE NURSES’ TRAINING SCHOOL. 

Is the training of the nurse on a sound educational 
basis? There are many who believe that it is not, al- 
though it may be denied by times 
have witnessed progress in the problem. 
very long ago, and similar conditions may exist in some 
places even today, when, as concerns the fundamental 
studies, the curriculum was indefinite, the subjects 
loosely taught, and the attendance of instructors disap- 
The courses, as a rule, were not 


none that recent 


It was not so 


pointingly irregular. 
logically planned, emphasis was either too little or too 
much, and the staff doctor keenly interested in and 
dutiful to this educational function of the hospital was 
the exception. 

But, owing to the persistent activities of the vari- 
ous factors devoted to the promotion of hospital pro- 
gress, also to the characteristic ambition and whole- 
hearted cooperation of hospital Superiors, considerable 
light has been thrown upon the problem and the estab- 
lishment of order begun. However, it appears to be 
but the truth to state that still we are not so very far 
beyond the beginning of what ought to be, namely, the 
curriculum that is educationally correct, and _ this 
applied uniformly throughout. That is to say: The 
subjects scheduled should be germane to the function of 
the nurse; the duration of the courses adequate, the 
teaching at the proper period, and the faculty selected 
and organized on an educational basis. 

It would seem that the alpha in the solving of this 
problem would be a universal agreement on the defini- 
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tion of the nurse—her essential function in the medical 
world, and then to plan and conduct her training in 
accordance with the true principles of education. But 
that is obvious, one may remark; and so it is, and yet 
how frequently are we inconsistent in the face of the 
obvious. 

The policy of the central training school appears 
to be making headway. Among others, St. Louis Uni- 
versity has discussed it, and at the present time at Mar- 
quette University there is a faculty committee investi- 
gating the feasibility of its adoption. There seems to 
be much in favor of such a policy. It would conduce 
to earlier standardization of the fundamental part of 
the nurse’s training. The University phase might be a 
means of attracting very desirable applicants. With 
these courses scheduled for the early period of the train- 
ing and pursued until completed, there would be a re- 
iief from undue strain and an avoidance of interrup- 
tions later during the practical period of the student’s 
training. Shall the near future witness the central 
training school, for the fundamentals, generally ac- 
cepted as the logical policy, with the attendance at any 
particular school not being limited to the students of 
the hospitals of the immediate vicinity, but open to all 
meeting the requirements ? 

The Editorial Office of Hosprrat Progress invites 
a free expression of opinion on this question. 

B. F. McG. 
RAINBOW CHASING. 

We know of no more arduous or lonely pursuit 
than that of Usually the victim of 
this idiosyncrasy is dubbed a lunatic, a crank, or maybe, 
bv the charitably perhaps when, 
or if his dreams come true he is deemed lucky or called 
a speculator, or, worst of all, these days a capitalist. 


rainbow chasing. 


inclined, an idealist: 


is the easiest name by which the 
thoughtless pass him up. however, has de- 
fined a crank as “one who makes the wheels go ‘round,” 
and perhaps even in these days of electricity the defini- 


“Just a crank” 
Someone, 


tion still has some meaning. 

The singular persistence, calmness and detachment 
of the rainbow chaser is impressive, sometimes aggra- 
Often 


chaser lives unnoticed, his dream just a 


vating as well as challenging to the thoughtful. 
ihe rainbow 
dream, the busy world passing by on the other side, and 
he dies His rain- 
bow is seen in the sky again by some disciple, and the 
fabled pot of gold at its end makes the world better. 
Yet the history of the past and of the present, too, 
might be written in epochs about rainbow chasers. In 
science, names spring up all along the centuries. Just 
last year we celebrated the centenary of two rainbow 
chasers, Pasteur and Mendel. The former lived to be 
acknowledged great and beneficent, the latter died sad- 
dened, disappointed, sustained only by a humble faith 
in God and the cheerful performance of an abbott’s 
duties. 
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“anwept, unhonored and unsung. 
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In the Church, what were the great reformers (not 
deformers,) missionaries and popes, if not rainbow 
chasers? Readily come to mind such names as St. Paul, 
St. Patrick, St. Loyola, Pope Leo (or, better, Leos,) 
St. Francis of Assisi, St. Boniface, and many others. 
Some of them were practical men, yes, but only because 
the world was ripe for their message, yet all were pos- 
sessed of imagination, zeal, faith in their rainbow, and 
a God-given desire to serve. In the Sisterhoods, how 
sublime is the history of highborn dame and humble 
peasant who wrote new pages in the world’s progress 
and for Christ’s kingdom by rainbow chasing. 


The nursing profession owes so much to these same 
rainbow chasers, and so much of nursing history is re- 
cent that I need not mention names. To the medical 
profession it may appear in this age of medical research 
that there is scant place for recognition of the rainbow 
chaser; but now, as it has always been, it is the man 
with imagination, the man of dreams, who proposes the 
problems, stimulates the inquiry, encourages the re- 
search man who perhaps solves the problem. Meager is 
the output and poor the quality of work of the labora- 
tory man who lacks imagination. And think you that 
our great clinicians, physicians and surgeons, past and 
present, have not been rainbow chasers? In politics, 
too, those who blazed the way of progress, of empire, 
of freedom, were idealists, rainbow chasers, if you will. 


And in our own country were not Washington and 
Lincoln of this class, as were the framers of our Con- 
stitution, despite recent propaganda painting them as 
self-seekers, ignorant and sordid? And did not Wilson 
(the schoolmaster) raise the great mass of the Ameri- 
can people to the pinnacle of idealism during the war? 
Rainbow chasing, yes, but infinitely better than the 
vacillating, bartering spirit that succeeded that period. 
Only posterity can evaluate our temporary sublimation. 


In economics, too, and especially here, it is the 
rainbow chaser who has blazed the trail of progress— 
Jim Hill the empirebuilder, Stinnes of the Vertical 
Trust, Wanamaker and Field, the merchant princes, 
Edison the wizard, Ford the organizer, Curtis the pub- 
lisher.—they were all dreamers of dreams beyond the 
imagination of their fellowmen, had courage to make 
the rainbow a reality, and with ponderables to deal with 
they were in their own lifetime, through imagination, 
courage and perseverance, able to make their dreams 
come true. 


While such men to the man in the street may seem 
the only successful men (and they were successful, ) 
it is not because of their material accumulations or ac- 
complishments we would call them great, but rather 
because of that quality of mind that conceived great 
undertakings. Against a Hill we would pit a St. 
Loyola, against a Stinnes a St. Vincent de Paul, against 
a Wanamaker or a Field a St. Thomas Aquinas or a 
Thomas a Kempis, against Edison a William Shakes- 
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veare, against Ford a Joan of Arc, against Curtis an 
4 ? 


Ozanam. 

We feel sure that not in tie ultimate success of 
those great leaders did they find their keenest joy, but 
in the zest and urge of the strife. And, too, to those 
others, though they apparently failed as far as the 
world acknowledges success, the vision that urged them 
on and the dream of accomplishment must have not 
only sustained but illumined the future showing them, 
as those not so gifted can not be shown, the ultimate 
triumph of their dream. 

There are rainbow chasers all about us. Let us not 
sneer at nor discourage them. Not all of them are 
great lights, perhaps many not true prophets, but those 
of us with lesser imagination should not lightly value 
the rainbow chaser, for the dream of today is often, 
E. E. 

STABILIZING LABORATORY ROUTINE. 
Before engineers direct the planting of stakes or 


happily, the accomplishment of tomorrow. 


lines, to indicate an important right of way, they in- 
sist that their figures and findings check from a series 
Too 


much of our laboratory testing is not done in this spirit. 


of varied methods, readings and culculations. 


A few lucky hits with direct specific application of iso- 
lated tests gives the clinician the feeling that they will 
be equally efficient always. This is a gross blunder and 
cannot be too vigorously condemned. A physician is 
recalled who once operated: upon two typhoid cases, in 
succession, for “appendicitis.” Thereafter he became a 
violent believer in Leucocyte Counts and some of his 
patients had one taken twice daily. 

Another patient may have a great variety of labora- 
tory and roentgen tests made, the sum product of which 
is an assemblage of impossible data. The introspective 
individual, after much “puncturing” and “filling” is 
finally discharged, with no idea whatever as to what it 
all means, and may be lucky enough to carry the con- 
viction that “where so much was done they surely must 
know all the conditions.” Often the very reverse is the 
truth; and if the sick person were to get a proper 
analysis of his difficulties, another entirely fresh start 
Fin- 
ally, the great force of the advice given by his wife may 


should be made and a proper orientation secured. 
be borne in upon the doctor: “Do not x-ray my hus- 
band any more; you cannot uncover his difficulties with 
a microscope; talk to him like a human being, and I 
know you have brains enough to find out his troubles.” 
This proved to be absolutely correct and her confidence 
in the essential soundness of frame of her husband, and 
the essential sanity of his physician was not misplaced. 


Then whatever laboratory diagnosis is utilized must 
be so supervised by competent directors to admit of no 
decided question; otherwise the clinician accepts what 
he considers in keeping with his preconceived ideas and 
discards the rest, and the sum total of the diagnostic 
effort is nil. Unless something of this discerning at- 
titude is cultivated we are apt to see a sweeping rever- 
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sal from the tendency to accep: any and all saboratory 
data as “final,” to that of an equally sweeping accusa- 
tion that most of it is “misleading.” Both positions 
are wrong and argue vehemently for properly balanced 
staffs in our hospital, in which the pathological forces 
are not hidden away among their foul smelling speci- 
men bottles. a. 5. 7. 
PRACTICAL RESULTS. 

For the last eight or nine years the hospital world 
has been indulging in a more or less interesting indoor 
sport by theorizing about hospital ideals, aims and pur- 
poses. Volumes have been written, magazine articles 
have been published, and rivers of talk have inundated 
the low-lands of hospital life where the word floods have 
arisen almost high enough to submerge the real workers 
in the hospital field. 

Perhaps the time will never come when theorizing 
will cease. It may even be true that it will be a calamity 
should theorizing ever cease. But, has not the time 
come now for us to look back a bit on the past, take 
account of some basic facts and perhaps readjust our 
angle of vision and as a consequence arrive at some 
worth while conclusion ? 

Out of the stress and storm of hospital standardiza- 
tion there seems to emerge the conviction growing up in 
many minds that the hospital of today is very different 
in theory and practice from what it was eight, ten or 
fiftteen years ago. There is the new idea of a hospital. 
It is the modern hospital, progressive hospital, which 
alone is satisfactory to those who have been thinking and 
writing and speaking about what the patient of today 
has a God-given right to expect by way of medical 
treatment and hospital care when he goes to an institu- 
tion that calls itself a hospital. 

The good old things of the past have survived in 
the new hospital. Yes, they have even become stronger 
and are more in evidence,—cleanliness, kindness, atten- 
tiveness to every want of the patient, even a more sooth- 
ing spirit of christian piety. But, there has been added 
to these indispensable human fundamentals the newer 
convictions, that the hospital, in its complex personnel 
and varied functions, is for the very reason of its com- 
plexity and variety of function more imperatively than 
ever before an institution with one final aim and pur- 
the surest service to its human patient. 

With this clear objective in mind as its one domi- 
nating purpose all the life and functioning within the 
hospital become very clear in theory but very difficult in 
practice. Very few of any conscientious and unselfish 
hospital people, even including the doctors, have any 
serious doubt as to whether the patient belongs to the 
hospital as an organized institution in some very true 
moral sense and that as a consequence it has obligations 
to the patient which are paramount to all other obliga- 
tions. Out of this one, great moral conviction there 
grow many practical conclusions which create most of 
the difficulties and new problems of the present day 
hospital. 





pose, 


If the organized hospital of today is responsible for 
the very best service to its patients (a hundred per cent 
service, let us say) it is correspondingly obliged to so 
organize itself, to so equip itself and to so educate itself 
that it will be able to give this high grade service with 
a reasonable certainty and conscious efficiency. 

This is all simple theory that finds little question 
in the minds of enlightened and honorable hospital peo- 
ple whether they be executives, doctors, technicians, or 
nurses. Wherever there is failure it is due to the ignor- 
ance, selfishness, or moral weakness which thwart the 
practical working out of the sound and safe theory of 
what a hospital is and should do. 

C. B. M. 
ANNOUNCEMENT ABOUT THE CHANGE IN REGARD 
TO THE ANNUAL MEETING. 

Instead of the usual Annual Convention of the 
Catholict Hospital Association there will be a series of 
Group Conferences. These Conferences will be seven in 
number. They will begin in the third week of June and 
continue each week, with but one or two interruptions 
into the first or second week of September. These Con- 
ferences will be held on a beautiful estate on the shore of 
Lake Oconomowoc about twenty-eight miles west of Mil- 
waukee. There are six buildings on the property which 
will accomodate from 150 to 175 people with board and 
lodging and a considerably larger number in two large 
assembly rooms with several smaller rooms for smaller 
conferences. It is through the interest and generosity 
of Archbishop S. G. Messmer that we are enabled to use 
these beautiful and commodious atcommodations. 

The Wisconsin Catholic Guild of Nurses is in 
charge of the property and it is due to their energy and 
zeal that we are enabled to bring about this change for 
the present year, at least, in the manner of holding our 
yearly convention. 

The property is situated near the small town of 
Okauchee on the Chicago, Milwaukee & St. Paul Rail- 
road and Highway 19 of Wisconsin. The Milwaukee 
Trunk Line to the Pacific Coast runs through this prop- 
erty and Highway 19 passes by the entrance. It takes 
about one hour from Milwaukee by railway and by motor 
bus or auto, and only three hours from Chicago. 

A program is being made out for each Conference 
and all necessary information will be sent in due time to 
all the hospitals and will appear in the June number 
of Hosprrat Proeress. The Executive Board confi- 
dently expects that all will be not only satisfied but 
highly pleased at this simple change of program for the 
year 1923. 

Retreat for Graduate Nurses. The third Annual Re- 
treat for Graduate Nurses, will be conducted at St. Ann’s 
Home, Techny, Illinois. The opening exercises will take 
place Thursday June 14th at 7:00 P. M. closing Sunday, 
June 17th at 8:00 A. M. Rev. M. F. McNulty, S. J. will 
conduct the exercises. We extend a cordial invitation to 
our Sister Nurses of other States. We sincerely hope 
that many will be represented. For reservation apply to 
Mother Leonarda, St. Ann’s Home, Techny, Illinois. For 
further information address Margaret E. Ward, 6448 


Woodlawn Ave., Chicago, Illinois. Telephone—Dorchester 
0864. 
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The Sisters’ Hospital 


‘‘And He Brought Him to an Inn’”’ 
Rey. Patrick J. Murphy, Dalhart, Tex. 


When the “good samaritan” of Holy Writ found the 
victim suffering by the roadside, he began by giving him 
necessary first aid, and ended by placing him under a 
good roof and in competent hands to hasten his recovery. 
The writer of this spent a happy three weeks in playing 
the part of victim in a modern revival of the story of “the 
good samaritan.” We could not find a donkey for the pic- 
ture, so we compromised upon a railroad train. We found 
the oil all right enough in olive oil. But on account of 
the eighteenth amendment we had to use iodine instead 
of wine. While we found it correct for outside applica- 
tion, it surely has a revolutionary feeling when it is ap- 
plied in sufficient quantities on the inside. However I 
am not disputing its authority. And then we came to the 
door of the inn. And we entered in. 

Were you ever sick in a Sisters’ hospital? I am writing 
about one now. The few words about the good samaritan 
were only introductory. Every word I say here will 
apply, thank God, to every Sisters’ hospital in America. 
As my name and all my titles are omitted from this, the 
personalities in it will not be deemed intrusive. I have 
been a priest for 27 years. In 35 years I have never even 
once needed the attention of a doctor or a nurse. Com- 
ing toward the time when this life becomes the shadow 
and the other life the substance, and having to live en- 
tirely alone on account of the missionary character of my 
work, I have often tried to figure out the problem of the 
method of my final passing and the various ailments that 
must in the natural course of events be about due for 
me. When, and where, and how would the first serious 
blow of physical failure strike me? Would it be some- 
thing of a slow type with worry and anxiety to my neigh- 
bors and my friends? Would it be something nice and 
quick with a permanently wrecked body as a result? 
Would it be instantaneous, the kind that keeps you from 
bothering with wills and monuments and flowers, and that 
puts you right up against the great, white throne, without 
any chance to fake amendment, or doll up the soul as if 
for a holiday? I had not yet solved the problem when the 
blow fell. If I may change the metaphor for a moment; 
it came on the wings of the wind. Its name was “influ- 
enza.” You may call it “la grippe” if you prefer. TI will 
accept the amendment. You can tell the world from me 
that it makes no difference what you call it: it is a dirty, 
mean bug when it begins to multinly its forces and start 
in on the day’s work. It landed this poor orphan in the 
hospital, and thereby hangs this tale. It may make them 
conceited. But if the end justifies the means, as is the 
teaching in higher medical circles down around Mer 
Rouge, Louisiana, then I take my hat off to the germs of 
influenza. They were regular rough-necks in their 
method but they managed to show me the inside of a gen- 
uine Catholic Sisters’ hospital from the standpoint of a 
patient. Now, get your pencil and underline every single 


word of the following diagnosis. My reputation as a 
scientist of no mean standing rests upon it. 

I have been in hospitals and other institutions of vari- 
ous kinds where everything seemed perfect in a material 
way. I have been in those where the outstanding ability, 
professionally and otherwise, of a few men and women 
had made material and scientific success inevitable. I 
am not finding fault with that success; I am blessing God 
for it. But, now get this: I have found something in 
my hospital experience that takes a Sisters’ hospital en- 
tirely out of the ordinary classifications so far as I am 
concerned. Here is what it is: This hospital has a soul. 
This is a living thing. There is animation in it. There 
is movement in it. There is constructive activity in it, 
There is growth in it. There is development in it. There 
is Divine Grace in it. The virtues are all in it. There 
is faith in it, and there is hope. Let us put it all into 
one short sentence: This Sisters’ hospital, in the per- 
formance of its ordinary functions, is nothing more than 
a living, breathing, active expression of God’s eternal love 
for man. To continue the parable suggested in the first 
few lines: The inn keeper in this case is the original 
“man of sorrows and acquainted with infirmity.” In 
other words the only landlord of the inn in his own right 
that I can find around here is our divine Redeemer, Jesus 
Christ, the great God incarnate. This thing is being run 
by the great physician himself. He is not running it 
with a megaphone. His orders are as silent as the ether. 
His movements are as gentle as the pressure of the sun- 
light on the flowers of springtime. And His human aides 
seem to have assimilated his methods. His medium of 
communication is the still small voice of the individual 
conscience of each consecrated worker. With the pains of 
broken tissue, shattered muscle or damaged membrane tor- 
turing your nervous system, you turn your eyes in plead- 
ing to the whitened form of the sinless one upon the wall. 
The litttle symbol of that awful day on Calvary has acted 
like an electric shock in concentrating the entire lesson of 
this brief story into one final and consuming thought. “I 
ean and will bear any pain that comes to me, in a spirit of 
patience and resignation to the holy Will of God. For re- 
member this, my soul, it was nothing but divine love that 
brought you here. It was divine love that built this house 
and equipped it.. Your good samaritan is the God who 
made you. He loved you even unto death. He still loves 
you. And He will love you even unto the end. And the 
visible, positive, undeniable proof that he loves you is 
found in the fact that when he found you sick and broken 
by the roadside, he brought you right here with him into 
his own house and turned you over to the personal care of 
his own children under his own divine guidance and direc- 
tion.” 

And that is the picture of the Sisters’ hospital that 
will remain with me, please God, forever. 


Thoughts Suggested by the Rev. C. B. Moulinier’s Plan for Increase 


of Vocations to Nursing Orders 
A Sister of Holy Cross. 


Youth worships an ideal, and the purer, the less 
trammelled the mind, the more ardent the homage it pays 
the representative of whatever profession or calling it 
enthrones upon the altar of its heart. This choice will 
be influenced, in great measure, by the taste and tempera- 
ment of the individual making the selection. 

For many, the teacher, the first wonderful ideal 
framed in the child mind, will always stand as the em- 


bodiment of all that is admirable and worthy of imitation; 
to others, the physician, who comes to relieve pain and 
arrest the inroad of some dread disease, is the subject of 
undying devotion; not a few recognize in the lawyer, with 
his critical acumen, his keen insight to solve legal tangles, 
“and e’en though vanquished to argue still,” a hero often 
unappreciated. But the number is increasing daily of 
those who hail the trained nurse, with her calm de- 
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meanor, her gentle consideration for the ills of humanity, 
as the type of that profession which more and more en- 
dears itself to the heart of mankind. 

Especially is this true of the young woman who, de- 
ciding her future sees in the life-path of her white-garbed, 
unobtrusive sister, the road upon which she feels it her 
mission to walk. The truth of this fact is attested by the 
large number in the ranks of the secular profession. 
But why—we cannot help asking ourselves—is it, that 
comparatively few join the religious orders devoted to 
the care of the sick, or even express themselves, upon 
entering communities engaged in varied labors, as de- 
sirous of spending their lives in the service of the suffer- 
ing ones of Christ’s flock? 

Whenever the question of vocation is discussed, the 
first thought seems to be that of preparing the young 
woman for the duties of the classroom. Far be it from 
our intention to minimize the sublime office of the teacher. 
Upon her depends, in a marked degree, the moulding of 
the world’s thought. But remembering that a vocation 
is a distinct call from him who said, “Come, follow Me,” 
it would appear that this behest can in no way be more 
perfectly responded to than by walking in the footsteps 
of that master whose greatest work while on this earth 
was ministering constantly to those mentally and bodily 
diseased. 

Now a recognized need, whether religious, social or 
economic, is, in the natural order of things, generally met 
with intelligently and relief supplied. No one will dis- 
pute the dearth of nursing orders of women. Staff 
physicians in our Catholic institutions are constantly 
lamenting that the number of Sisters is totally inadequate 
to the demand for them, even as supervisors. Might not 
this fact induce medical men who come in contact with 
secular nurses, to emphasize the points suggested by the 
Reverend C. B. Moulinier, 8S. J., of the Catholic Hospital 
Association, as the important factors to be considered in 
the encouraging of vocations for this work, namely, the 
nature, beauty, and serviceableness of the life? It has 


often been acknowledged, but apparently little realized, 


that the burden carried by the heads of departments in 
our hospitals is incredible. Everyone occupying an im- 
portant position, superior, superintendent, head of train- 
ing school, all are, owing to existing conditions, doing 
double, often treble work. As a result their years of use- 
fulness are necessarily shortened. 

Note the persistent advertising done by hospitals, the 
main aim of which is to secure subjects for their training 
schools. This evidence is, in itself, a direct avowal of 
the scarcity of religious vocations to nursing orders of 
women. Were further testimony required in the matter, 
one need but discuss the subject with those closely asso- 
ciated with such institutions, and the conviction will 
quickly be reached that in this one sphere of life, the 
supply is not equal to the demand. 

And how, we must ask ourselves, may this condition 
be remedied? How foster vocations for this noble work? 
How lead the pleasure-loving children of the twentieth 
century to sacrifice those things the world prizes, and be 
willing instead to minister to suffering humanity, seeing 
in each afflicted one “an image of him who died on the 
tree?” 

The plan outlined by the Reverend C. B. Moulinier, 
S. J., contains a definite method of procedure and should, 
we feel certain, produce very definite results if it only be 
accorded earnest, active co-operation. 

The first step must be to enlist the active co- 
operation of the archbishops and bishops of the United 
States and Canada. To this end, Archbishop Sebastian 
G. Messmer, our Honorary President, will be asked to 
send a letter to each member of the Hierarchy in the 
United States and Canada. 

(a) Setting forth the need of more Sisters to do the 
ever-increasing work in hospitals, orphanages and schools. 

(b) Calling attention to the fact that no systematic 
and sustained effort has yet been made to bring before 
the faithful the nature, beauty and serviceableness of the 
religious vocation of women for the instruction of the 
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young and the care of the sick, of the aged and of the 
orphans. 

(c) Suggesting that once, twice, three or four times 
a year every pastor be asked to speak to his flock on the 
nature, need, value and beauty of religious vocation as 
expressive of the Church’s finer life and as accomplishing 
in, by and for the Church the great spiritual and corporal 
works of mercy. 

II. The second step must be to get all the Sisters’ 
Communities thoroughly aroused: 

(a) To the necessity of more systematic and sus- 
tained efforts for the development of vocations. 

(b) To the use of both interior (spiritual) means 
and those external measures, which will make the- young 
think more of the religious vocation of caring for the 
sick, the orphans, the aged and of training the young in 
the ways of piety and mental culture. 

III. General Suggestions: 

(A) Increase of Sisters: 

(1) Through systematic prayer for vocations of 
worthy subjects in every hospital and teaching Community 
from the Novitiate to the hospital proper. 

(2) Ever deepening personal piety and prayer on 
the part of the individual Sisters. 

(3) An ever-growing harmony in each Community 
and each hospital, growing out of the prayerful sense of 
Christian charity, manifesting itself in kind, in gentle, 
and just treatment of one another and of others—patients, 
doctors, nurses, helpers and a similar service to all pupils. 

(4) A well thought out plan to reach the pupils in 
schools, the people in the churches and thus the parents 
and young women in the homes, through a well devised 
and carefully planned system of instruction on the nature, 
need and value of religious vocations in the life of the 
Church and of the charitable activities fostered by her. 
All this to emanate from the Hierarchy and the clergy 
and to reach down into the parishes, their organizations, 
the schools and the homes. One or more sermons each 
year on vocations as evincing the deeper Christian life of 
the home and of the congregation. 

(5) The already large body of literature on piety, 
vocations, Catholic charities, as welh as the Catholic press, 
should be systematically and persistently used for the pur- 
pose of putting more life and energy into this phase— 
Religious communities of the church’s activities. 

(6) Thus, perhaps, a greater unity and energy will 
be developed in establishing sodalities and holding re 
treats for nurses and students, both pupil and graduate, 
in developing further the right sort of libraries and read- 
ing in hospitals, nurses’ schools and convents, and acad- 
emies. 

(B) Increase of Nurses: 

A similar campaign should be instituted for increas- 
ing the supply of pupil nurses to the various training 
schools. 

Visit and talk by nurse, doctor, Sister R. N., to last 
year of grade schools and high schools, once or twice a 
year. 

(A) Increase of Sisters: 

Through systematic prayers. 

(a) In addition to evening prayer (Pater and Ave). 

(b) Weekly conferences of the Sisters on the im- 
portance of edification and prayer for the above intention. 

(c) Talks on ethics, professional and religious— 
once a week. 

(d) Retreats to be given to nurses and pupils each 
year with a view to increase vocations for hospital work. 

(e) Sodalities to be established in all training 
schools and academies. 

(f) Catholic literature to be studied in all schools 
by the graduate and also student nurses. 

(g) Special conferences should be given the students 
once each week by a Father in the large cities, and by 
the Chaplains in the smaller places where a religious priest 
is not available. 

In addition to these comprehensive, soul-stirring 
means, one little suggestion, the fruit of personal experi- 
ence, may be of value, namely, the power of pictures, to 

















foster ideals. Among the contributing factors to the 
writer’s religious vocation, she deems as one of the 
strongest, the constant viewing in her parish church, of 
a painting of the Presentation of Our Lady. The tender 
beauty of little Mary ascending the Temple stairs to be 
received by the holy man, Simeon, so haunted her young 
soul that the ideal there suggested eventually strove to 
be realized. What a practical result might be obtained 
by having on the walls of some often-frequented room 
in each training school, a copy of “The Heroine of the 
Battle Field”? Each thoughtful observer of this picture 
would feel the power, the beauty of self-sacrifice, as found 
not in the form of a dying soldier but in the calmly ex- 
piring religious, who in the exercise of her duty, has been 
the victim of a stray bullet. 

And when the desideratum of increased vocations has 
been secured, will there be no difficulties, no trials for 
those who have heeded the call? Of these manifold ob- 
stacles, wise counselors will have given due warning, as 
well as suggesting the ways to overcome them. But in 
spite of the fact that souls are strongly fortified for the 
combat, there will come innumerable, apparently insur- 
mountable difficulties, some of which mayhap have not 
been anticipated. What, then, shail the Sister nurse do? 
Revert to those ideals which inspired her youthful ardor. 
Should they appear to have been shattered, impossible of 
realization, let her remember always: 

“A man’s reach must be beyond his grasp 
Or what’s a Heaven for”? 

Then with the eyes of her soul fixed on the perfect 
ideal, she shall even in the hour when her lifework is 
ended, know some of the compensation felt by the divine 
physician whose touch made “the blind to see, the lame to 
walk, and cleansed even the leper.” And with the grateful 
prayers of those many souls she has comforted in their 
last hours, she shall pass to her eternal reward fortified 
by the everlasting promise: 

“Whatsoever you have done to the least of these, My 
little ones, ye have done unto Me.” 


REV. MOTHER AUGUSTINE DEAD. 

Rev. Mother Mary Augustine, Vicaress General of the 
Dominican Order of St. Catherine of Sienna in Kenosha, 
passed to her eternal reward on Easter Sunday. Mother 
Augustine had been sick but a few days with stomach com- 
plications and Dr. Steward, the attending physician, con- 
sulted Dr. Percy from Chicago. An operation was deemed 
necessary but proved unsuccessful. 

Mother Augustine entered the Dominican Order tn the 
year of 1907 in Portugal. Soon after her profession she 
taught English classes in the Sisters’ Academy until 1910, 
the year of the Religious revolution in Portugal. 

The Sisters were then ordered out of the country and 
the Irish Sisters went to Ireland in the hopes of locating 
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there, but while there they got an invitation from the late 
Rt. Rev. Charles J. O’Reilly to come to the Baker City 
Diocese and open a hospital in Ontario, Oregon, which they 
accepted. 

The Sisters arrived in America in the year of 1910, and 
after spending a few weeks in Pendleton, Oregon, with the 
Franciscan Sisters they started the plans for the erection 
of the hospital in Ontario. Rev. Mother Catherine Roth was 
then the superior of the Sisters. 

After three years another foundation was made in 
Hanford, California, and it was then that Sister Mary 
Augustine was elected Superior. 

Mother Augustine filled this post for six years and 
was then transferred to Ontario, Oregon, as superior for 
one year. 

The General Chapter of the order was called last year 
and Mother Augustine was elected as delegate for the 
Sisters in North America. (Mother House is temporarily 
in Spain.) 

While there Mother Augustine was raised to the office 
of Vicaress General to the Sisters in North America to 
the great joy of all the Sisters. 

On her return Mother Augustine made a visitation of 
all the houses and thence returned to the Mother house in 
Kenosha, Wisconsin. 

Mother Augustine was 41 years old. Sixteen years 
were spent in Religion and is survived by her mother, two 
brothers and three sisters, one a postulant in the order. 
Mother Augustine endeared herself to all who came in con- 
tact with her, and especially to her own Sisters in religion 
we can say of her what St. Paul said she has fought the 
good fight and there is in store for her a crown of unfad- 
ing bliss. R. I. P. 


Training Scheol Events at Holy Cress Hospital, Salt Lake 
City, Utah. 

The greatness of little February was emphasized most 
strongly during the past days at Holy Cross. Events 
significant, spiritually and intellectually, occupied the at- 
tention of the pupil nurses and showed that the educa- 
tional advantages enjoyed by those in training are of a 
character to bring the results so desirable in these times 
when the professional standard is so high. 

Two lectures by William H. Leary, Dean of Law at 
the University of Utah, were rare treats, as well as un- 
usual sources of enlightenment and inspiration. The first 
one delivered in the auditorium on the evening of February 
12, reviewed the prominent characteristics in the life of 
the great emancipator and made practical applications of 
the same proving, were proof necessary, that true great- 
ness such as Lincoln possessed, cannot be hidden but that 
adversity and difficulty only, serve to bring it to light. 

The second lecture, the subject of which serves for an 
annual talk, carried with it this year, additional interest 
in view of the fact that litigation involving members of 
the nursing as well as the medical profession is becoming 
alarmingly great. Dean Leary noted reasons for this 
condition and urged the young women of the training 
school to take all precautionary measures to decrease 
opportunities for the same. 

The Devotion of the Forty Hours was solemnly ob- 
served during the last days of the month. The chapel was 
artistically decorated. High Mass was celebrated each 
of the three mornings, while during the day numbers of 
adorers gave testimony of their love of the Eucharistic 
King on His humble altar throne. Each evening a sermon 
was delivered before the benediction. On Sunday, the 
hospital chaplain, Rev. Father McManus, urged all to take 
advantage of the days of grace and blessing; Monday’s 
sermon was preached by the Rev. Dr. Cotter of the 
Church of Our Lady of Lourdes. All who heard him on 
this occasion carried away helpful thoughts for the daily 
struggle. The speaker of Tuesday was the Rev. Michael 
Sheehan of St. Patrick’s Church. He, too, brought words 
of courage and consolation to his listeners. The devotion 
closed with the chanting of the Litany of the Saints and 
Solemn Benediction of the Blessed Sacrament. 


BOOKS RECEIVED. 

“Nursing in the Acute Infectious Fever.” By George 
P. Paul, M. D. (W. B. Saunders Co., Philadelphia, 1923.) 

“How We Resist Disease.” By Jean Broadhurst, 
Ph.D. (J. B. Lippincott Co., Philadelphia, 1923.) 

“Institution Quantity Cooking, Volume I.” By Harry 
B. Clyatt. (W. B. Carpenter Co., Cincinnati.) 

“Nursing and Nursing Education in the United 
States.” Report of the Committee for the Study of 
Nursing Education. (Macmillan Co., New York, 1923.) 
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THE HOSPITAL AS A TEACHING INSTITUTION. 
Don. R. Joseph, Vice-Dean St. Louis University School 
of Medicine, St. Louis, Mo. 

The subject assigned to me is a large one—scarcely 
less large perhaps than if its wording had been “The Medi- 
cal School as a Teaching Institution.” At first I was per- 
plexed as to the phase of the subject to bring up for con- 
sideration but finally decided to confine myself to some of 
the broader and more general aspects. This decision was 
reached, first, because of a feeling that if we are in agree- 
ment as to the general principles involved most of the de- 
tails will work out automatically; and, second, because a 
discussion of details is quite impossible in the time at our 
disposal. 

My title suggests certain questions. It suggests first 
of all that the hospital is a teaching institution. May we 
not properly ask whether teaching really is a hospital 
function? Is my subject one of interest to the few hospi- 
tals that chance to be near a medical school and not to 
others, or should it be one of vital interest alike to all 
of.them, no matter what their location? Again, does this 
question of teaching apply to the undergraduate in medi- 
cine only, or should we extend it to include the teaching 
or training or “mental progression,” if you will, of the 
intern, the nurse and the physician? I am sure specific 
answers to these questions are quite unnecessary. 

The growth of the medical sciences, upon which our 
control of diseases depends, has been that of the mush- 
room. There is nothing new in this statement. We have 
heard it often, and yet I sometimes wonder whether we 
really appreciate how swift has been this growth. We 
read of events in past history which lasted for a century or 
more and then passed away—and that century when com- 
pared to the many that have passed since, seems a very 
brief space of time. In the light of such a retrospect, we 
may regard, for example, the 145-year-old Republic in 
which we live, as a mere infant. But, if we may refer to 
our country as an infant among the older nations, what 
must be said about the age of modern medicine? 

Do you realize that that which means most to us in 
practical accomplishment in medicine has been our own 
for less than sixty years? I might shorten that period 
still more without inaccuracy. The subject of bacteriology 
began 65 years ago with only a few facts. The first germ 
disease was discovered by Koch only 45 years ago,—mind 
you, the first—anthrax. The systematic study of bacteri- 
ology was first made possible by Koch 39 years ago when 
he invented solid culture media. From then on the great 
discoveries in bacteriology and preventive medicine have 
come thick and fast,—so fast, in fact, that more progress 
has resulted than in all history before. Last night I 
looked over a textbook of bacteriology that appeared ten 
short years ago and found a list of ten infectious diseases 
of unknown origin. Today that book is out of date, for 
the origin of two of the ten is known. 

So one could keep on enumerating the thousands up- 
on thousands of facts that have been added to our fund 
of knowledge within the space of a single life, through 
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the use of which our lives have been transformed; unin- 
habitable places rendered habitable; scourges formerly the 
dread of the earth rendered well nigh harmless. Perhaps 
you ask why I eall attention to this growth in such a 
paper. Well, we are living in an age of such rapid develop- 
ment that most of us take things for granted. The cur- 
rent about us is so swift that our own motion is largely 
lost sight of. The point I wish especially to emphasize 
is that, with this tremendous, swift growth in medical 
knowledge, extraordinary effort is necessary if we are to 
keep ahead of the tide. The usage that, according to our 
best knowledge, is the accepted one today, must be dis- 
carded tomorrow because of new-found facts. And just as 
the law very properly allows no excuses for ignorance, even 
so, there can be no excuse for that hospital or physician 
or nurse that, through ignorance of established facts and, 
therefore, non-use of them, fails in the effort to restore 
health and happiness or to save life. It is this effort to 
keep abreast of the stream and to acquire and put into 
service the best knowledge we have, that requires the exer- 
cise of good judgment; ears constantly on the alert; minds 
ever ready to give up some practise or method as soon as 
a better one has been established. 


On account of rapid growth in the field of medicine, 
it is manifestly impossible for either hospital authorities, 
nurses, interns or medical staff to acquire a full knowledge 
of known facts and methods and then retire from active 
study and find that fund adequate for the rest of their 
lives. Every such individual must continue to grow 
throughout his active service, for every day he fails to 
grow puts him a day behind this current. Now, there are 
certain requisities that are necessary if one is to keep up 
in this race. I would say first of all that one must possess 
a desire for knowledge. This desire, possessed by most 
of us by nature, can be stimulated and strengthened even 
to fever heat if surrounded by the right atmosphere, or 
it can be ultimately choked to death if too many obstruc- 
tions are interposed. The swiftly flowing river affords a 
splendid illustration of what I mean. In the middle of 
the stream, where the resistance is least, the current is 
swift. As we approach the shore we find gradually a 
slower and slower movement, and finally the placid water 
along the margin suggests nothing of the power and prog- 
ress that is further off-shore. It is possible, of course, to 
damage even that axial current. If a tree lodges out there 
it may so impede the flow that a sand bar forms below it, 
choking the stream. If the stream is powerful enough 
it may simply turn aside a little and reestablish itself 
elsewhere. However, if the obstructions be sufficiently 
numerous, even the strongest streams may be slowed or 
practically stopped. Who has not seen the quiet water 
above a dam where previously the waters flowed swiftly? 
And so, whether it be in the hospital, the medical school, 
or elsewhere, if we are to grow, obstructions should be re- 
moved as far as possible. 

The next step would be to use those methods that 
will stimulate to action; that will make it hard for any- 
one about the place to go to sleep mentally, to become 
careless and slipshod, or even to be perfectly satisfied with 
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methods simply because they have been in vogue a long 
time. There should be constant inquiry and search for 
new and better methods. But, perchance you are asking, 
how are such ends to be obtained? It would be quite im- 
possible to lay down in a brief paper all the means by 
which an institution may, in this respect, reach its ideal. 
Nevertheless there are certain important factors that we 
may mention. First of all, there must be organization. 
Little progress can be made towards any goal unless the 
personnel of the hospital is well organized. In a hospital 
with a good medical school connection, this is a relatively 
easy matter. For the university brings with it, as a rule, 
a more highly trained working body than would otherwise 
be obtained. With such a staff and with university ideas 
and methods, a hospital should be able to reach a high 
level of usefulness in its community. In the isolated 
hospital the problem may be much more difficult and will 
vary with its surroundings. Two things, it seems to me, 
stand out prominently as essential procedures for such 
hospitals: first, they should entertain intimate connections 
with well organized neighboring hospitals so as to learn 
the newer methods; second, the selection of new men for 
the staff should be based solely on training and ability. 
The second factor I will mention is that of research. 
I understand full well that not every hospital is able to 
make great discoveries. In this connection, however, it 
should be remembered that many important discoveries 
have come from humble surroundings; that tremendously 
expensive equipment is not always necessary; that the 
most important thing after all is a staff of independent 
thinking and working men, who are able to think along 
lines of their own and who possess keenness of vision to see 
where others can not. Such men need every encourage- 
ment the hospital can offer, and while the gain in actual 
discoveries may often be little, the gain to the hospital and 
its patients from the spirit behind the work will add suffi- 
ciently to the thoroughness and effectiveness of the institu- 
tion to warrant whatever expenditures are made. 
Another factor of importance is a library. This fac- 
tor may, perhaps, be of less importance in large centers 
where there are already well established libraries, than 
in hospitals located at a distance from such centers. 
A good book represents the study of someone set down for 
permanent reference in purchasable form. A hospital may 
be relatively isolated from centers of learning and still, 
through the medium of books and periodicals, have access 
to all the advantages of association and authoritative 
writers. When we recall the speed of development in 
medicine, and also the fact that our minds can retain 
at one time only a small part of that which we read, to 
say nothing of the things we have never read, the impor- 
tance of this factor looms up. How can we expect to 
render the best and most enlightened service to our pa- 
tients if we fail to take constant advantage of the field 
of knowledge that can be had from good books? Every 
hospital should make an effort to build up a library con- 
sisting of both reference books and periodicals, for the use 
of the visiting staff, the resident staff and the nurses. I 
need scarcely add that, after providing such a library, 
every stimulus should be offered for the increased use of it. 
You have noted, perhaps, that thus far I have said 
more about organization, research, library, and the like, 
than directly about teaching—the subject of my paper. 
There is a reason for this. You may have a wonderful 
hospital building; it may have lots of the latest equip- 
ment; but, though physical facilities are needed, they 
alone can not make a first-class hospital. To these things 
must be added such factors as I have been discussing. To 
come more specifically to the subject of teaching—the hos- 
pital, every hospital—should be, in the broadest sense of 
the word, a teaching institution. I do not mean it should 
provide alone for the instruction of medical students, for 
many hospitals are too far from a medical school to make 
this possible. The teaching should include the medical 
staff, interns, nurses; in fact, also the people of the sur- 
rounding community, for in the future the hospital may 
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take a larger part in public health work. I need say 
nothing further, I think, regarding the teaching of the 
hospital staff. If that staff contains men who are properly 
trained to begin with, and the hospital provides these 
facilities that have already been mentioned, there will 
be little danger of the staff stagnating mentally. Its prog- 
ress will be certain. 

I have dwelt at such length on other phases of the 
subject that I will not discuss in detail the teaching of 
nurses; likewise I shall dismiss briefly the teaching of the 
intern. The hospital that possesses among medical men 
a strong reputation for progress; that is well .organized 
and possesses the right kind of a staff, will seldom have 
difficulty in getting interns. The hospital must not for- 
get the viewpoint of the intern. A few years ago the 
medical graduate, who postponed his entrance into prac- 
tise a year in order to take an internship, was the excep- 
tion. Most men at graduation considered themselves 
“finished products”. Now, this is all changed. Scarcely 
a man dares to enter upon independent practise without 
devoting a year or more to hospital service. Why the 
change? It is merely because they know that the four- 
year course in medicine has left their training incomplete, 
and so more training is what they want. The graduate, 
therefore, accepts an internship to continue his training; 
he is still a student. This being the case, the hospital 
that is deficient in proper requisites for his training; that 
is unorganized or poorly organized; that has on its staff 
men with wrong ideals, has no right to ask or accept an 
intern. The whole future of the intern may be at stake 
Moreover, the hospital must realize that the intern is not 
there for the purpose of merely acting as an orderly, an 
elevator man, or even an anesthetist. He expects, of 
course, to give service in return for what he receives but 
frequently demands for services of this kind are too great. 
He expects to learn, to have the opportunity to apply to 
the diagnosis and cure of disease the knowledge he ob- 
tained during his formal medical course. 

In the medical school we strive to permit the student 
to have some time of his own for independent reading or 
work. In the hospital the same opportunity should be 
offered. In most hospitals the number of interns is insuffi- 
cient, so that the intern’s day is filled with routine. 
Neither time nor energy is left for independent activity. 
There is a resultant serious loss to the intern in terms of 
lost development and lost encouragement; a loss to the 
patient who might have had the benefit of his careful 
study; a loss to the hospital from many angles, including 
the stimulus to investigation that such work always 
arouses; a lost opportunity to participate, perhaps, in the 
growth of medicine—each of which losses adds its incre- 
ment of greater difficulty to the attainment by the hospi- 
tal of its ideal. It is true there are some difficulties in the 
way of the execution of this plan. There may be some 
added expense if the number of interns is increased. Then 
too, interns are hard to get because the demand on the 
part of hospitals recently has been in excess of the output 
of the medical schools. I believe this shortage will dis- 
appear, however, as the number of men entering medicine 
now showes a marked increase. At any rate, the benefit 
to the hospital of providing enough interns, so that each 
may have some time for independent work under staff 
supervision, will, in the long run, be worth all it costs. 

Finally, we come to the question of teaching the 
undergraduate medical students. Every hospital that is 
fortunate enough to be within reach of a good medical 
school should endeavor to link up its facilities with the 
medical school. Such a linkage has proven over and over 
again to be of the greatest benefit to the hospital and its 
patients, on one hand, and the medical school with its 
students, on the other. As a matter of fact, a non-teaching 
hospital rarely stands in the front rank. This is a busy 
world and the doctor is not the least busy among us. In 
the non-teaching hospital the many demands upon his time 
tend unconsciously to produce clinical carelessness. An 
oversight here and a bit of neglect there may be covered 
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up, to the disadvantage of the patient and to the eventual 
premature mental stagnation of a physician who, under 
other surroundings and the proper stimulus, might not 
only have kept abreast of medical progress but even con- 
tributed to it his own share of new knowledge. Some- 
one has said that “happy is the actor whose audience de- 
mands his best”. It is in a teaching hospital where, in 
addition to a highly developed organization, the clinician 
finds it necessary to teach young third or fourth-year 
students who come fresh from the laboratories of anatomy, 
physiology, chemistry, pathology and the like, possibly 
with newly learned methods that were not known when 
the clinician went to school—it is in such a hospital, I 
say, that the clinician is spurred on to his best endeavor. 
Mental sleep is out of the question. The young man 
brings to the ward an eagerness to learn, and an enthusi- 
asm for work, that is contagious. At the same time he 
has a critical attitude toward what he sees and hears, and 
is quick to observe errors or inaccuracies of judgment on 
the part of the clinician. The difference in the atmosphere 
of the two types of hospitals is absolutely fundamental. 
It is not confined alone to its effect upon the medical 
staff; it almost inevitably pervades the whole hospital, 
affecting the nursing, feeding and other care of the pa- 
tients. 

The hospital was developed as a place in which to 
house and care for the sick. There were those who, in 
a self-sacrificing spirit, gave their entire time and strength 
to such a service; it came to be recognized that in the hos- 
pital one could receive better care when sick than out- 
side. As a result the hospitals grew and became, many 
of them, large institutions. But how about the physician 
who cared for these extra-mural patients? He would take 
under his wing, as it were, the young man who desired 
to become a doctor—take him along on his daily rounds, 
sharing with him the knowledge gained from years of 
experience. Thus the apprenticeship continued week in 


and, week out, month in and month out—the apprentice 
eventually taking over a progressively larger responsibili- 


ty, until finally he could travel “on his own”. Thus was 
born the new physician, “at the bedside of the sick”. 

The knowledge of that physician was largely impir- 
ical, that is, knowledge not based upon rigid experiments, 
but upon the practical experience of himself and others. 
Laboratory procedures, the x-ray, the miscroscope, the test 
tube, played no part in his diagnosis. Happily we live 
in another age. I say “happily”, in spite of the fact that 
we have tremendous heights to climb, before our under- 
standing of the cause of disease and how to combat it 
shall be complete. But now the art and science of medi- 
cine have grown so complex that it is humanly impossible 
for one brain to grasp it all. And so it is that the modern 
medical school—the successor of the old preceptor—con- 
sists of an aggregation of men, each with his own spe- 
cialty. This brings us to the essential point. With the 
preceptor supplanted by the medical school, we may lose 
sight of the fact that pedagogically the teaching problem 
is much the same that it was in olden times. It is just as 
important, probably more important, that the student have 
ample opportunity to come into direct contact with the 
patient, as it was in the past. It is unthinkable that the 
preceptor of old would leave his apprentice at home and 
then relate to him, on his return home, his experience at 
the sickbed. It is not thus that the eve, the ear, the nose, 
the finger-tip are trained. Such training can come only 
by the repeated use of all these sense organs under the 
most careful guidance of the master. 

The first two years of the medical course represent 
material that was largely unknown to the old-time physi- 
cian. In fact, these subjects are often taught by men who 
are not physicians or, at least, by men who do not enter 
actively upon the practise of medicine. I sometimes won- 
der if it may not be because of the emphasis which is 
placed upon these first two years’ work, together with the 
relatively non-medical atmosphere surrounding them, that 
many of us have forgotten that the production of a viable 


HOSPITAL PROGRESS 


physician rests upon the same requirements pedagogically 
that it did a century ago, namely, upon bedside contact. 
Where are the third and fourth-year students to obtain 
this contact if not in the hospitals? Is it practicable for the 
schools to send them into private homes? Such a question 
is, of course, ridiculous, except in a very limited extent, as 
in obstetrics and, possibly, pediatrics. Again, is it pos- 
sible for the school to properly train its men by purely 
didactic methods? This question has already been an- 
swered in the negative. There remains but one place for 
these men to be trained, namely, in the hospital. But, 
perhaps you say, “The hospital is primarily interested in 
the sick and can not afford to be bothered with the stu- 
dents, who are often in the way and otherwise clog the 
hosiptal routine.” Suppose we admit that, in the begin- 
ning, a student is likely to be awkward and sometimes 
get in the way. In a well organized hospital this period 
of awkwardness should be brief. He will soon learn to 
correct his mistakes. Moreover he can soon be of definite 
service to the hospital in relieving the interns of certain 
routine procedures in connection with history taking, 
laboratory tests, and the like. In addition there will be 
a marked increased efficiency shown in the study of cases 
by both staff and intern. Patients will be more carefully 
studied, and as a result, fewer mistakes will be made. 
Finally, the hospital, by throwing open its doors for such 
instruction, will double its usefulness; for it will not only 
eare for the sick of today, but will provide adequately 
trained men for the care of the sick of the next genera- 
tion. Can any hospital afford to lose this opportunity for 
larger service to mankind? I am sure I know your answer. 
While the problems of the hospital and the medical 
school are somewhat different, their aims are almost identi- 
eal, and the experience of many institutions teaches us 
that both the hospital and the school approach the ideal 
as they are able to correlate their functions. At the pres- 
ent time there is perhaps a greater need for such correla- 
tion than ever before in our history. During the past 
eighteen years, through the process of advancing medical 
standards, with which you are all familiar, the number 
of medical schools has fallen from around 160 to 80. Of 
course, the greater majority of defunct schools were in- 
competent, and are therefore not missed. But, especially 
during the past two years, applicants for admission to 
existing class A schools have been unprecedented. So 
great, indeed, has been the demand that the schools are 
searcely able to handle them. For example, we formerlly 
admitted 70 to 85 freshmen, on the average. Last year 
we admitted 112, and this year the number has jumped 
to 140. But here enters the dilemma. Our clinical facili- 
ties as used previously will not warrant the acceptance of 
more than 100 men for the upper classes, and, as far as we 
can now tell, 40 of this year’s class will be forced to with- 
draw later on. In a word, the school can give these men 
their didactic training. Is it possible for the hospitals to 
provide the required facilities for their practical training? 
There is no time to lose. Hospitals and medical schools 
throughout the country are face-to-face with this problem. 
The University of Minnesota has already under considera- 
tion the question of running her classes in double sections, 
thus, in effect, making two medical schools where one 
formerly stood. Others must adopt emergency measures. 
I am sure that, in a matter that concerns so vitally the 
health and happiness of the people of our state, the hospi- 
tals of Missouri, which are so located as to lend a helping 
hand, will be found ready to do all in their power to help. 
To summarize, I would say that: 
I. Every hospital should be a teaching institution. 
II. To qualify for adequate teaching it must have 
more than a willingness to teach. There must be a proper 
background consisting of (a) an appreciation of the fact 
that medicine is rapidly growing, and a firm desire to 
grow with it; (b) such requisites as an adequate staff; 
a thorough organization; a well equipped library; a re- 
search spirit. With this background the hospital is justi- 
fied in assuming its teaching function. 
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III. Those coming under the teaching influence 
should include the visiting staff, resident staff, nurses and, 
if the location permits, undergraduate medical students. 

IV. The last named particularly, i. e., medical stu- 
dents, because of existing conditions, present for the hos- 
pital both a great opportunity for wider service and a 
grave responsibility. 

DISCUSSION OF “THE HOSPITAL AS A TEACHING 
INSTITUTION.” 
Dr. W. T. Coughlin, St. John’s Hospital, St. Louis, Mo. 

I have never heard a paper on the subject that equals 
this and feel my inability to add anything to it. I don’t 
think there is anything that can be subtracted from what 
was said. It surely is true that it is the duty of the hos- 
pital to teach. I don’t believe there is a heart here that 
disagrees with that statement. Teaching is one of the 
hospital’s duties, and I believe that every Sister connected 
with hospitals here or elsewhere is heartily in accord and 
sympathy with that belief—that it is our duty to teach the 
other. The hospital, as has been said over and over 
again, exists for the benefit of the patient. To give the 
greatest benefit, is the problem, and unless we can ar- 
range in some way to give better training to those coming 
after us, we are not doing our full duty to the patient. 
We must, therefore, do everything we can to benefit those 
who are going to take care of the patient. We enjoy a 
very great privilege. Sisters who have hospitals, and the 
men who belong to Orders which exist for the benefit of 
their fellowmen, enjoy a very great moment. You just 
contribute something but the work once started goes 
steadily on and on, and, having started something, God 
alone knows where it is going to stop. Your hospital is 
not built for today or tomorrow but it is going to be here 
when we are all gone. Those who can look ahead are 
more likely to do the proper kind of work, compared with 
those who only look to today. 

The institution must have a trained personnel. Sis- 
ters must be trained to teach, and where are they to teach 
if not in the hospital? Sisters must be trained, and 
where are they to be trained if not in the hospital? They 
can not be given correspondence courses. What would 
you think of a correspondence school for nurses or doc- 
tors? Not much. It can’t be done properly in this way, 
and unless it can be done properly it should not be done 
at all. 

‘All of the hospitals here can not enjoy the benefit of 
a medical school connection but all can be teaching insti- 
tutions—everyone of them. The Sisters must teach those 
who are with them. They must teach the nurses, and the 
staff must help them. The staff often learns a good deal 
from, and can be taught a good deal by the Sisters. The 
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staff also has the duty of teaching the younger members 
of the profession. The difficulty of obtaining interns to 
be taught is sometimes a real one, but as has been said 
by Dr. Joseph, the hospital that has a trained personnel 
will have little difficulty in obtaining interns; and this is 
true whether the institution is situated in a large city or 
not. I recently visited a hospital of fifty beds and must 
say it is one of the best conducted hospitals I have ever 
seen, and they have applications for internships. They 
keep two interns and, every year, have applications for 
two or three more, than they need. This hospital enjoys 
no medical school connection but is as good as any hospital 
I have ever seen with such a connection. 

About the selection of those who are to take up the 
work, that is partly your duty. You have candidates 
come to you and you must pick them. It requires a 
rather high order of intelligence to succeed in the pro- 
fession of nursing. But it requires more than intelli- 
gence, namely, an inward spirit that drives a person to do 
something for his fellowman who can not do it for him- 
self. That, with intelligence and the proper training, will 
give us the proper kind of nurse. The nurse, on her part, 
has something to say about the selection of the hospital, 
as well as the hospital having something to say about 
the selection of the nurse. If the nurse is intelligent she 
will try to find the hospital where she will receive the 
best training. 

A recent speaker said a man does his best when he is 
spurred on. I have a lazy streak and only do what I am 
urged to do. I know that the medical school kindly keeps 
my nose to the grindstone. I just like to keep up so that 
I will not cast discredit on the medical school. I believe 
the other fellow feels just the same way, if he will only 
admit it. 

Now about the intern question. The intern comes to 
an institution because he wants to learn; he is not forced 
to do this by the laws of the state. After he is graduated 
he may take the state board examination and hang out his 
shingle; he is not obliged to come to you at all. He gives 
up that year when he might be out making money and 
getting along very nicely without you. If you look 
around you will often see doctors, with no hospital train- 
ing. succeeding very well, where a man with too much 
medical education is starving to death. 

I am offering as a suggestion. If two Sisters from 
each institution could be sent abroad for six months—cir- 
culating around the country; be sent to other institutions, 
even to those that are not of our kind, and get whatever 
is good in those institutions, concentrating upon anything 
that is good anywhere you find it, anything and every- 
thing for the better treatment: of the patient—your hos- 
pital will always be a teaching institution. 


and Social Service 


Rey. J. J. Butler. 


The Catholic Church, mindful of the words of her 
Divine Founder, “The poor you have always with you,” 
has always been solicitous for their welfare. Hardly had 
the Church been established when its tenets of brother- 
hood led to a communistic life, wherein all shared alike 
the goods of this world. This naturally led to systematized 
charity work in which the deacons and deaconesses, be- 
side assisting at divine service, visited and aided the 
poor, the sick, the widow and the prisoner. Emerging 
from the catacombs, the Church marched through North- 
ern Europe with her newly founded religious orders and 
established centers of religion which became centers of 
civilization, because she imitated her Founder, who cared 
for the body to make it worthy of the soul. The religious 
orders taught the gospel of good as well as the value of 
prayer, and turned the wildernesses of the northern hordes 
into gardens of civilization. Truly ‘has the writer said, 
“The monasteries and cathedrals were vast because of the 
enormous part they played in common life and the incred- 
ible throngs that came to them for worship and to claim 
their ministrations.” (Ralph Adams Cram.) 

As the years rolled by and the great tree spread out 
its branches to shelter children of all nations, to break 


to them the bread of life, so did her institutions grow and 
progress, so that today, in this great university, we have 
assembled from all parts of the state to dicuss common 
problems regarding an institution of the Church—The 
Catholic hospital, whose progress since its foundation has 
been marvelous. 

Deeds speak more eloquently than words, and the 
Church which preached with St. James, “that Faith with- 
out good works is dead”, naturally expressed herself in 
works of social extent. The message and mission of 
Christ, in addition to their sublime supernatural aims, 
made likewise for the establishment of a better world, in 
which, by means of commandment and counsel, the’ evils 
of the body and of the soul should be so prevented that 
all the children of Adam might enjoy length of days and 
normal life. This, therefore, is a legitimate part of re- 
ligion’s purpose—that man might have life and have it 
abundantly. We are all our brother’s keepers and, though 
modern conditions have segregated rich and poor, we still 
have the obligation to succor our less fortunate brother. 
Today his number is legion, and we can for the most part 
single him out only through social work. Only collectively 
and vicariously can we pay our debt of Christian charity. 
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Religion sees in the poor and the wayward, in the sick and 
the alien, not only creatures of our common mortality, 
but children of our Heavenly Father, children in whom is 
the image of God. Social science offers to religion meth- 
ods, the best that man has devised and tested. 

Time will not permit me to speak of the wonderful 
work accomplished by our Catholic hospitals from the 
beginning. The excellent results, which your communities 
have accomplished for mankind through the organization 
of Catholic hospitals, form bright pages in the Church’s 
history. 

The Catholic Hospital Association has adopted as its 
slogan, “the best service to the patient”. In my opinion, 
medical social service, or social service in Catholic hospi- 
tals is an important factor in the program suggested by 
this slogan. True, the name is somewhat new, but the 
service is as old as the Church. Someone has defined 
medical social service as just common sense and experi- 
ence, the will to help and the knowledge of conditions. 
Too much science may be a handicap. Heart is a good 
guide. It is the work of the physician to diagnose the 
physical ills, but the social service worker penetrates more 
deeply and finds the real causes for the condition of the 
patient, thereby enabling the physician to better under- 
stand the case and to bring about a more speedy recovery. 
The social worker’s functions lie in a large understanding 
of any psychic or social conditions which may lie at the 
root of the patient’s distress of mind and body. The per- 
son’s character, habits and environment present a field 
for limitless study and constructive efforts. A knowledge 
of these factors, added to the doctor’s familiarity with 
physical conditions, gives a broad basis for action, both 
medical and social. Good social service is constructive 
because its conscious aim is the independent aim of the 
beneficiary. It strives to prevent a dependent applicant 


for charity from submitting to contributed aid and to 
make him do what he can himself. If properly practised, 
it is real missionary work, for the confidence of the patient 
is gained. He is shown that he has a real friend in the 


time of distress and in his hour of need; he is taught how 
to help himself and to be self-respected. Hearts are bound 
more closely together in times of stress and storm, and 
when illness falls fhe flood-gates of reserve are down and 
the confidence of the harassed individual pours forth to 
those who stand beside. The family is also more ready to 
cooperate. The thought of pain and possible death rouses 
a sympathy which is keener and quicker in its action than 
that produced by poverty and unemployment. It should, 
therefore, not be difficult for the worker to get an in- 
sight into the case. There is one feature of hospital social 
service that can not be overlooked, and that is the interest 
manifested regarding the patient during the convalescent 
period. Seldom, if ever, is a patient strong enough to re- 
turn to his work when he leaves the hospital, even though 
medical and surgical care is no longer needed. The main 
problem is the readjustment of the patient to his or her 
natural environment. The improvement of this part of 
the hospital work depends entirely upon the perfect co- 
operation of the physicians and organized charity. The 
duty of the latter is to care for the patient until he has 
returned to his normal strength and capacity. This means 
not only the cooperation of the doctors, nurses and hospi- 
tal management but, what may be of even more impor- 
tance, the help and assistance of every agency with which 
it comes in contact. Better not have a social service de- 
partment at all in a hospital than one which is not part 
and parcel of your organization. 

Father F. X. Wastl, writing in 1914, says that, while 
it is true hospital social service has not reached the ideal 
stage, its value as an agency for tremendous good can not 
be over-estimated. Until the movement was revived, but 
a few short years ago, to elevate the hospital and to in- 
culate a sympathetic interest in the ills and the needs of 
patients, these institutions were regarded as merely medi- 
cal and surgical in their scope. Physicians and hospital 
assistants are beginning to realize that social service is 
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a necessity, for not only does it bring about a better under- 
standing of the cases in the wards and in the dispensaries 
but it prevents the same conditions occurring under similar 
conditions. In many cases it eradicates evils that bring 
the same sufferings to numberless others. 

The medical social service department in hospitals is 
just beginning its fifteenth year. In Jan. 1921, a commit- 
tee of the American Hospital Association, in a survey of 
hospital social service, stated that there were nine thousand 
hospitals in the United States; three hundred of these had 
at that date established social service departments, with 
approximately eight hundred and fifty salaried workers. 
The National Catholic War Council was responsible for 
the establishment of many of these departments in our 
Catholic hospitals. According to the Catholic Charities 
Directory of the United States, recently published, we 
have at present five hundred and seventeen hospitals, and 
32 of these have social service departments with 83 
workers. 

As I take it, the slogan of the Catholic Hospital As- 
sociation, “The best service to the patient,” means that 
the ideal of every Catholic hospital and clinic, and all 
those connected with it, should be to endeavor to have 
each patient who enters its doors leave a better man, 
woman or child, not only physically but also intellectually 
and spiritually. Let me quote Dr. G. Canby Robinson, 
Physician-in-chief, Johns Hopkins Hospital, Baltimore 
Md., on this subject: “Every hospital should consider the 
time spent by the patient in the ward, or even in the 
dispensary, as an opportunity to do all that can be done 
for the individual. In order to approach the fulfillment 
of the ideal of general therapeutics, a mechanism must be 
established for dealing adequately with each patient as an 
individual, and in this mechanism all—administrative 
officer, doctor, nurse and employee, must participate, and 
the social worker must take a prominent part”. We should 
regard the hospital and its dispensary as a center where 
human ills—real or imaginary, social and spiritual, as 
well as physical—are healed or relieved as far as human 
power can do so. In such a scheme the hospital social 
worker must take a prominent and coordinated part.” 

This latter quotation from the é¢minent physician re- 
fers to hospitals no matter under what auspices they are 
conducted, and if he, speaking from the point of view of a 
physician, lay stress on his remarks on the spiritual side, 
what must not the mission of the Catholie hospital be in 
this regard. Catholic hospitals have no place in the pro- 
gram of the Church’s activities except to assist in carry- 
ing out the mission of the Savior begun long ago when 
a man was brought and laid at the Feet of our Lord to 
be cured, to whom Christ said, “Son, be of good heart, 
thy sins are forgiven thee.” True, that is not what they 
asked, but Christ knew that that was needed to remind 
them of the source of evil, so He gave the lesson though 
he later cured the palsy. So the Catholic hospital when 
she takes part in the Church’s work among the poor 
should always remember that the more important func- 
tion is to heal of moral evils, for from them the physical 
ones come. 

-May the Catholic Hospital Association of Missouri 
prosper and prosper. It will if its members at all times 
remember that their Association is a part of the Church 
which is so well fitted to carry on the mission entrusted 
to her, namely, the divine mission of Christ as God the 
Lord foretold, “Ordinavit in Me Charitatem.” He organ- 
ized charity in her, and she will do it, not only by helping 
the blind to see and the lame to walk, but also by preach- 
ing the gospel to the poor; not only by healing the man of 
his palsy, but by washing away his sins. 


DISCUSSION OF “CATHOLIC HOSPITALS AND 
SOCIAL SERVICE.” 
Miss S. Gillick, St. Louis, Mo. 

I feel that it is hardly possible to add anything tc 
Father Butler’s splendid paper, he has covered the ground 
so thoroughly. We are living in a day when the need of 
clear thinking and clear discussion is obvious, and a meet- 
ing of this sort helps to bring out good, both from a 
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medical and from a social standpoint. Years ago almost 
every individual was a social service worker. There are 
numbers treated in the hospital today that 25 years ago 
were not thought of; consequently each department has 
enough to do to take care of its own work. That is the 
reason we have a department exclusively set apart for 
social service work, or the social disability of the patient. 
A mental history is written. When a patient is brought 
to the hospital there are four points to be considered: 
first, the physical condition of the patient; second, the 
mental condition (we look to the physician for these 
two); third, the physical environment, and, fourth, the 
mental environment as well. Much of the first two points 
depends on the knowledge of the last two, and it is the 
duty of the social service worker to ascertain the condi- 
tion of the latter two. 

The social worker in meeting a patient or client has 
four points to consider, even in the first interview: first, 
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to give the patient a clear hearing; second, to establish, 
if possible, a sympathetic understanding for further use; 
third, to ascertain information that may lead to a better 
knowledge of the patient’s difficulty; fourth, to begin at 
an early date to establish self-help and self-reliance. 
These are four points that must be considered in meeting 
a patient. You can readily see that in the work of a hos- 
pital, where each department has its own particular func- 
tions, the day has not hours enough to complete your 
work. It is almost impossible for everyone to be a social 
worker. 

It was a pleasure to hear in the paper just read that 
unless you have a. good social service department in your 
institution, it is better not to have any. No one realizes 
how difficult it must be to establish a department of this 
kind, one that commands experience; still it is very neces- 
sary. 


Problems of Small Hospitals 


Sister M. Gertrude, St. Joseph’s Hospital, Boonville, Mo. 


It is with pleasure I respond to the invitation to say 
a few words at this assembly, our first state conference of 
the Catholic Hospital Association, on the subject assigned 
me, “Problems of Small Hospitals.” 

First, what is a small hospital? Second, what are its 
problems? A small hospital is the same as a large hospi- 
tal; while its capacity is smaller, it must have the same 
object in view, namely, to give its best service to the pa- 
tient. To do this it must have the same good government 
you find in all hospitals controlled by the Sisters. The 
small hospital is legally incorporated, is a registered hospi- 
tal, has an accredited training school, registered Sister 
nurses, trained laboratory technicians, dietitians, a com- 
plete record system consisting of a bedside chart, a per- 
sonal history, a physical examination, an operating his- 
tory, a maternity record, progress notes, laboratory report, 
x-ray findings, written dismissals with an accurate report 
of the condition of the patient when leaving the hospital. 
A register number should carry the history from the date 
of entry to the time of dismissal. The histories should 
be filed, in order to be accessible should they be wanted 
later for reference. Some have a follow-up system; this 
keeps us in touch with the patient and benefits the service. 


The Superior of the hospital should visit the patients 
and all the various departments daily. All the superinten- 
dents of the floors and operating departments, as well .as 
all the workers in the different departments, must cooper- 
ate and harmonize, or the keynote to success is broken, 
and progress the great aim we are all striving for, is im- 
possible. The superintendents of the floors are responsi- 
ble to the doctors and must see to it that all the written 
orders of the doctors are carried out by the head nurses 
as well as by the pupil nurses under their supervision. 
They are also expected to insure the patients receiving the 
kindest attention. The Sister in charge of the operating 
room should see that the strictest surgical technique is 
observed by all the nurses. No matter how skilled he may 
be, or how efficiently the surgeon may do his work, all is 
of no avail unless harmony exists. An error at this time 
may result in the patient becoming an invalid, in spite 
of all the care and kindness lavished upon him later. 


The laboratory technician must be well trained and 
not only capable of doing the routine tests, such as, urin- 
alysis, blood counts, bacteriology, ete., but also well ac- 
quainted with the freezing microtome, and the staining of 
the various tissues, in order to have good mounted tissue 
sections, as otherwise a wrong diagnosis may be made. She 
should have completed a course in serology, blood chemis- 
try and, if possible, histology. To do this, the laboratory 
must be equipped with the best and newest, as it is upon 
the laboratory tests that much depends. The laboratory 
technician is expected at all times to be up to date and 


acquainted with the newest methods. However, some of 
the doctors are not sufficiently interested in the laboratory. 
But if you have a few good surgeons and physicians who 
are interested and want the very best, they can, perhaps, 
make those who seem to be napping, or who have not be- 
come acquainted with the laboratory tests or the value of 
them, brush up a little. The dietitian, as well as the 
Sister in charge of the main kitchen, plays a most im- 
portant role in regard to the patient; for, after all, if the 
patients are not properly nourished and do not receive 
the diet according to disease, how are they going to be 
made well? The superintendent of nurses is responsible 
to the Superior for the theoretical work, as well as the 
discipline of the student nurses; she assigns the nurses to 
the different departments. The Sisters and the lay nurses 
should be well trained and undergo a three-year course 
of theoretical and practical training in nursing. After 
graduation from the training school and having received 
her diploma, the nurse must pass a satisfactory State 
Board examination and become a registered nurse. The 
training school must observe the same curriculum and 
classwork as the larger hospitals. However, some may 
remark, a small hospital can not have an accredited train- 
ing school. Yes we can. If we are deficient in any line, 
why not seek affiliation with a large hospital? There are 
good, noble Sisters with big hearts in the large hospitals, 
as well as in the small, who will help you. In the small 
hospital the Sister must be wide-awake and capable of 
shouldering the responsibilities of more than one depart- 
ment. For example, she may be made responsible for the 
office work and the record system, or she may have charge 
of the pharmacy and x-ray. Again we see the necessity 
of harmony, not only in the departments mentioned but in 
the laundry, sewing room and every other department of 
the hospital, as only then are we successful and progres- 
sive. 


What shall we say of the hospital staff? I have often 
heard it remarked that it is impossible to have a staff in 
a small hospital. To this I say, if you go to the doctors 
in a nice way and ask them to unite, I believe in most 
cases they will do it. We ourselves experienced this. We 
gave the doctors and board members a banquet. After 
supper, when they were enjoying a smoke and a friendly 
chat, the president of the hospital board gave a nice talk 
on the good done to suffering humanity by the hospital. At 
the close he told the doctors. “The Sisters want you to form 
a staff”, and he asked them to nominate their president. 
This carried unanimously. The result is we have monthly 
meetings with the closed staff, the visiting staff meeting 
semi-annually with the closed staff. What the locomotive 
is to the train the staff is to the hospital; without it the 
hospital is not successful or progressive. We can push 
our hospitals along like a fast train if we have a good 
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staff and all work in harmony for the benefit of the patient 
and the hospital in general. What a consolation it is to 
the Sisters governing a hospital if they know that their 
doctors are a credit to the College of Surgeons and to the 
American Medical Association; that they do strictly clean 
work and would not stoop to do illegal operations,or be 
guilty of fee-splitting; in other words, buying and selling 
lives of patients. What confidence is due these noble men 
whose lives are one continual sacrifice, both day and night, 
for the poor sick sufferers? Will God forget the promise, 
“What you did to the least of my brethern you did to 
Me”? Certainly not, from the lips of how many do we not 
hear the words, “God bless you, my dear Doctor.” 

Shall our hospitals be Hotel Dieu’s? If so, we must 
all practise charity and care for charity patients, even 
though we have no charity fund; for charity bringeth a 
blessing. When making the daily rounds do we not often 
find in some cases that the patient needs the spiritual 
physician more than the medical one? What cheer and 
consolation does not the chaplain in his kind, fatherly 
visit, extend to the sick, and especially what hope to the 
dying in his spiritual ministrations. 

We small hospitals face another problem or, rather, a 
stumbling block. What are we to do when the four years 
of high school are asked for entrance into the training 
school? Yes, we favor education, but how many of our 
parochial schools teach the four-year high school course? 
Very few in the country or small towns; most of them 
teach only the eighth grade, and, at most, two years of 
high. The parents frequently have no means to send the 
girls to an academy and do not wish to send them to a 
non-Catholie institution. Moreover, if a four-year high 
school course has been completed before the training 
school is entered, parent and pupil are frequently unwill- 
ing to put in three extra years in the training school be- 
fore a reasonable salary is received as recompense. And 
yet, many of them are fine characters and would make 
fine nurses. This holds good regarding the district schools. 
Many of these non-Catholic, good, pure, and honest girls 
have high ideals of nursing and would do much good in 
the nursing field. If we country, or small hospitals, can 
not get the girls, how are we going to help and aid the 
suffering and sick who are found in the country as well 
as in the city? 

What can we do for the patient who can not be 
moved to the hospital because of the distance or the seri- 
ousness of the case? There are no nurses to be had be- 
cause the nurses who are in the vicinity are on cases and 
the city nurse will not come, or, if she does, a charge of 
$10 per day and her fare are the requisite. This happened 
in our vicinity and the people are not in good circum- 
stances. Are we to leave these very sick patients to some 
woman who poses as a nurse but who can not take a 
temperature, much less give a hypodermic, and, yet, 
charges $5.00 per day. We ourselves have had to witness 
the sad fact, not being able to supply snecial nurses to 
all our patients. although we engaged all the nurses in 
the vicinity at that time. We know for certain that the 
mortality percentage in the vicinity would be decreased 
‘f, at all times, a sufficient number of trained nurses could 
be had. I believe that, if we instilled into our nurses the 
spirit that nursing is not only a profession but also a 
vocation, part of this difficuly would be overcome. After 
all, money does not make her a conscientious, happy nurse. 
There is scarcely a profession which calls for more 
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self-sacrifice than that of a real nurse. She brings cheer 
and comfort to the sick and is a ministering angel to the 
dying, who are only too often in need of courage and hope. 
She also knows that God blesses charity. 

We should keep our small hospitals up-to-date and 
have the newest and most modern equipment, so as to do 
the most efficient work possible. In order to accomplish 
this, it is necessary to attend the conventions, to visit the 
hospitals, large and small, so that we may bring home with 
us new ideas and put them into practise. Some say the 
small hospitals can not afford to take summer courses and 
visit hospitals. To this I reply, where there is a will there 
is a way. Indeed we, too, must struggle under financial 
difficulties; we, too, must horde up the pennies and dimes. 
But in spite of it all we must, if we wish to be progres- 
sive and successful, take up the various summer courses. 
They enable us to do better work and act as a stimulant. 
Unless we invest our money in this way we can not reap 
the profit; in other words, we are climbing a steep hill on 
a slow freight train, when we could be on a fast train to 
progress and success, which will be crowned in heaven, a 
blessing I hope we will all enjoy from the master hand. 


DISCUSSION OF “PROBLEMS OF SMALL HOS- 
PITALS.” 
Dr. P. A. Brickey, St. Joseph’s Hospital, Boonville, Mo. 

As Sister Gertrude has so well outlined the problems 
of small hospitals in her paper just read, it is rather diffi- 
cult to make an intelligent discussion. With your per- 
mission, I would rather discuss more intimately the prob- 
lems of the hospital in the smaller towns. This daily be- 
comes more important, due to the great number being 
established all over the country as the citizens of the 
communities realize the benefits derived. There are two 
points I wish to discuss, viz; nurses for the training 
schools and funds for the charity patients. 

As long as the scholastic requirements for entrance 
remain as they are, little difficulty will be experienced in 
getting suitable applicants. However, until the rural 
schools bring up their standards and offer full high school 
courses, we can hardly expect to raise the standards for 
entering upon the study of nursing. Also, a large ma- 
jority of nurses in the schools of city institutions enter 
from small towns; so, with a growing number of towns 
building hospitals, there will have to be an increased num- 
ber of applicants. 

The second point I wish to discuss is the care of 
charity patients in the smaller hospitals. These cases 
are to be divided into two classes, namely, those who are 
destitute, and those among the laboring classes making 
just enough to support their families. Very few hospitals 
in smaller towns have a fund subscribed to them for the 
care of these patients. Together with the fact that the 


‘rate charged is at the minimum, this means that the Sis- 


ters are obliged to render their services at a financial loss 
to the hospital. 

This situation can be so easily remedied that I offer 
the following solution: As the State of Missouri has 
enacted a law permitting a county to bond itself for the 
establishment of a county hospital (several of these being 
already in operation). why should it not be proper, as 
well as possible, for those counties having an organized 
institution to issue bonds? 

The interest from this would apply to charity and 
semi-charity patients from the county and would be 
handled by a committee appointed by the county court. 
The amount of taxation would be negligible, (in our 
county about one cent on the $100 valuation) and one of 
our greatest problems would be solved. 


The Evolution of Dietetics 


Sister M. Carola, St. Mary’s Infirmary, St. Louis, Mo. 


The idea of evolution is a very prominent one in the 
field of science today, particularly medical science. Mother 
earth herself has gone through certain definite periods of 
geological development and her plant and animal life have 
been constantly changing during the passing centuries. 


It seems to have been much the same in the development 
of social institutions and scientific investigations. Some- 
one has wisely observed that, “In the struggle for existence 
among ideas, those tend to prevail which correspond to 
the changing needs of humanity. They need not neces- 
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sarily be better or truer than those they succeeded but 
they are better adapted to their age.” Take for example, 
social institutions, such as law, education in general, and 
also religion. Under the pressure of different economical 
and social conditions, these have taken on new forms and 
characteristics which enable them to serve the needs of 
new generations. 


ST. MARY 
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findings are of immense value to the students coming after 
them. The benefit of all this is incalculable to the patient. 
The old. time “family doctor”, with his familar “one hoss 
shay” and his well worn valise containing a cure for 
“every ill that flesh is heir to”, may no longer be seen 
trudging along the country roads, braving alike the cold 


of winter and the heat of summer. 
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We are all, I am sure, familiar in a greater or less 
iegree with the immense strides which the science of medi- 
ine in all its branches has taken. The workers in both 
he medical and surgical fields have found ways and means 
f raising the standard of their work through the aid of 
cientifie investigation, experiment and research. Their 


urged to enter a hospital where he may have the benefit 
of modern equipment and the many tests which confirm 
the physician’s diagnosis. The surgeon, too, is no longer 
satisfied with a well-fitted operating room and an elaborate 
assortment of surgical instruments. The x-ray has been 
added to the hospital equipment; by its hidden light a 
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large part of the secrets of nature may be exposed, and 
valuable information given to both the internist and the 
surgeon. The laboratory, with its physiological and patho- 
logical discoveries, plays also a very important part and is 
a valuable factor in the work of both the physician and the 
surgeon, for, as all know, the diagnosis is often a difficult 
feature of disease and, with a correct diagnosis made, “all 
things are added unto it.” 

There is another branch of science, for it may rightly 
be called a science. Although not an integral part of medi- 
cine, it is becoming, however, more and more an indispens- 
able factor in the treatment of disease. The science I refer 
to is dietetics. It may be defined as the science which 
treats of food, its proper selection and preparation, ac- 
cording to the needs of the individual. The realization of 
the important connection between diet and disease is com- 
paratively modern for, in reading the early history of 
nursing and hospitals, very little mention is made of it. 
Great stress is laid upon sanitary conditions and upon 
therapeutic measures but little or no mention is made of 
the charcter of food provided. Just when the study of 
the value of food and its value in relation to the sick was 
introduced, we do not know. In an ancient Hindu record 
one of the qualifications of a nurse is, “that she be com- 
petent to cook food”, and Hippocrates, often called “the 
father of medicine”, advised the use of “light and regular 
nourishment for heart cases and much fluid for kidney 
eases.” Aside from these two statements, we are left in 
the dark on the subject. The fact that the diet might 
materially affect the patient for good or evil seems, on 
the whole, to have been considered very little. 

As time progressed, however, that same evolutionary 
idea that has affected other sciences came to take posses- 
sion of the minds of those in close contact with the sick, 
and as a result we now have the hospital diet kitchen and 
the trained dietitian. The duty of the dietitian is to 
fully understand the nature of food and the combination 
of its various principles, so that she will be able to pro- 
perly adjust it to the requirements of the individual in 
health and in disease. I would place special emphasis on 
the phrase “in disease”, for in my opinion the function 
of the diet kitchen and its regime is to provide diets for 
special diseases. It is most important that the dietitian 
keep a complete record of the condition of the patient 
while on the diet, and that she note the change brought 
about thereby. 

There are quite a number of diseases materially af- 
fected by a proper diet, but lack of time and space prevent 
me from dwelling upon them at any length. In the case 
of the diabetic, the diet is planned with as much care as 
is used in the writing of prescriptions. The strict limita- 
tion in regard to the carbohydrates and the proteins, the 
care needed in establishing the “carbohydrate tolerance” 
of the patient, and the accuracy observed in weighing the 
food so that just the proper amount may be given—all 
points to the fact that this important position should be 
filled only by one thoroughly familiar with the composi- 
tion of food, its various combinations, and with the tables 
of food values. (Illustration no. I). 

In the case of nephritis equal care must be observed 
in the management of the diet, so that the unpleasant and 
even dangerous symptoms may be lessoned, if not done 
away with altogether. Here, too, the greatest care and 
accuracy must be observed in the record which is kept of 
the patient’s condition. It is of immense satisfaction to 
the dietitian to be in close touch with the laboratory, and 
to be kept informed of the results of all tests and examin- 
ations made upon the patient. (Illustration no. IT). 

In heart conditions the diet is of the greatest im- 
portance. In tuberculosis the resistance power of the pa- 
tient is strengthened by a properly regulated diet. It is 
hardly necessary to call attention to the absolute need of 
a carefully watched and regulated diet in typhoid fever. 

There are many other diseases and diseased conditions 
in which the diet plays an important part but I think these 
few will suffice to give the reader an idea of the stability 
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of the dietitian and a conviction that the study of diets 
in connection with disease is not a fad. Experiments 
have proved also that other fields lie open to the trained 
dietitian besides the hospital—hotels, restaurants, schools, 
industrial plants, and, as a result of the recent war, the 
army and navy have found the need of these “food engi- 
neers”. It is the sick, however, that have the largest and 
highest claim upon the service of a dietitian. In the light 
of our present knowledge we are led to believe that the 
dietitian is a fundamental necessity to every hospital. 


DISCUSSION OF “EVOLUTION OF DIETETICS.” 
Dr. F. Neuhoff, St. Mary’s Infirmary, St. Louis, Mo. 

I promised Sister I would discuss her paper because, 
as it so happens, the records she has shown are those of 
my patients. It afforded me a great deal of pleasure 
to hear this paper. I have always known that Sister 
Carola is a good worker in the diet kitchen, but now I 
realize that she is a good thinker as well. 

In discussing Sister’s paper, I can’t say that I agree 
with everything she says; the part I disagree with is the 
passing of the “family Doctor” and the “one hoss shay.” 
I don’t think the time has come yet when we want to 
rush everyone to the hospital. The family doctor is still 
with us and his field is wider; he may have abandoned his 
“one hoss shay” but he has substituted the “tin Lizzie.” 
The family doctor first sees the patient; it is up to him 
to make the diagnosis, and to decide whether the patient 
must be kept at home, whether it is necessary to call a 
specialist, or to send the patient to the hospital. 

In reference to the little child with diabetes. In 
olden times the case would have been treated as follows: 
In the first place, I don’t think the family doctor would 
have sent the child to a hospital. In the last few years, 
since more work has been done in diabetes, we can do 
more for the patient. We know that carbohydrates are 
hard to tolerate by diabetics. We did not get the patient 
free from sugar by eliminating all carbohydrates from 
her diet. But we calculated her sugar tolerance by sub- 
tracting the amount of sugar she eliminated from the 
amount of sugar produced in the metabolism by her diet. 
Then the dietitian devised a diet for the patient which 
would yield an amount of sugar equal to this tolerance. 
THE AMERICAN PHARMACEUTICAL ASSOCIATION 

IN RELATION TO THE HOSPITAL PHARMACIST. 
Pref. F. Hemm, M. D., St. Louis, Mo. 

Within the past few years, the American Pharma- 
ceutical Association has started out on a drive to interest 
the pharmacists of our American hospitals in its activities 
and broad service to every professionally inclined pharma- 
cist. 

It must indeed be gratifying to the hospital pharma- 
cist in America to be acclaimed by the Mother Association 
of all other pharmaceutical associations in our great 
country, as worthy of its membership. 

Only a score of years back, the hospital dispenser of 
medicines was questioned, by some boards of pharmacy, 
as to the value of his practical pharmaceutical experience. 

Today the A. Ph. A. considers the hospital pharma- 
cist not only worthy from the standpoint of his profes- 
sional work and acquirements, but is even willing to admit 
that, being practically free from all commercialism, he 
is in every sense ideally situated to be a true, scientific 
and professional pharmacist according to the liking of the 
A. Ph. A. 

It is without reserve, therefore, that I .come before 
this body of hospital pharmacists, representatives of the 
Catholic hospitals of the State of Missouri, to convey to 
you the most cordial invitation of the American Pharma- 
ceutical Association to join us in membership. 

The objects of this Association are to advance the 
science and art of pharmacy and to improve the conditions 
of pharmaceutical practice: 

By stimulating research and the development of im- 
proved methods. 

By diffusing scientific-technical knowledge. 

By fostering sound pharmaceutical education. 

By upholding the dignity of pharmacy and demon- 
strating to the public its importance, and the necessity, 
as a matter of public safety, of restricting pharmaceutical 
service to trained pharmacists. 




















By extending the field of usefulness of the pharmacist 
to the people. 

By promoting the enforcement of due observance of 
established standards for the identity, purity and strength 
of medicines. 

By furthering the suppression of empiricism. 

By aiding in the regulation of the use of dangerous 
and habit-forming drugs and in the protection of the 
public health. 

By maintaining respect for ethical standards in the 
practice of pharmacy. 

By promoting relations of comity and mutual respect 
between physicians and pharmacists; and in short, in all 
proper ways to promote the true welfare of pharmacy and 
pharmacists. 

You hospital pharmacists, I should think, fit partie- 
ilarly well in that class who are deeply interested in the 
progress of the science and art of pharmacy. 

You desire, no doubt, to keep up and abreast with 
the latest improvements and discoveries in our common 
ealling. 


I deem it a great pleasure to have been invited to 
address this important state conference today on a report 
recently made of a mental hygiene survey of delinquency 
and dependency problems in St. Louis, conducted by a 
special committee appointed by myself as director of pub- 
lie welfare in this city. 

I understand that many of your delegates here are 
from out of town, so I will take just a moment to discuss 
the scope of the work of the department of public welfare. 
The sub-divisions that comprise this department are the 
hospital division, health division, divisions of parks and 
recreation, city jail, work-house, legal aid bureau and the 
municipal lodging house. 

The hospital division alone has under its direction 
the supervision of City Hospital No. 1 for white patients, 
City Hospital No. 2 for negroes, the City Sanitarium for 
the feeble-minded and insane, City Infirmary for the aged, 
and the Koch Tubercular Hospital. Here also are in- 
cluded the City Bacteriological Laboratory, City Dispen- 
saries, Isolation Hospital, Department of Municipal 
Nurses, together with a Municipal Farm for the training 
of feeble-minded patients, which is at present under con- 
struction. The Municipal Farm is designed to give vol- 
untary employment in farming to the feeble-minded pa- 
tients or patients of the other city institutions. 

The health division has charge of the sanitary divi- 
sion, food and dairy inspection, hospital inspection, the 
services of communicable disease control, quarantine, 
fumigation and disinfection, water and milk analysis and 
inspection, venereal disease clinics and the detention hos- 
pital for women suffering from venereal diseases. This 
department also takes care of the registration of births, 
deaths and other vital statistics. 

The division of parks and recreation has under its 
jurisdiction the parks, playgrounds, swimming pools, bath 
houses and community centers. The legal aid bureau 
gives advice to those unable to pay for same, gratis. The 
municipal lodging house takes care of homeless men dur- 
ing the winter. 

This necessarily incomplete listing of the activities 
of the department of public welfare, in the direction of 
caring for the city, shows, nevertheless, something of the 
broad scope of the work. At the present time we have 
2,600 persons employed, and the number of inmates and 
prisoners varies from 5,400, at the present time, to about 
7,000 during the winter. I had hoped to have today more 
detailed information regarding the problems in the City 
Hospital, bechuse I felt it would be more interesting to 
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What We are Finding out by Surveys of the 
City Institutions 
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A letter which I received in the early part of August, 
stated that at this year’s meeting of the A. Ph. A. at 
Cleveland, Ohio, “Hospital Pharmacy” will be an impor- 
tant feature. 


Attendance at the annual convention (while not ob- 
ligatory at all) will afford the attendant recreation, pleas- 
ure and profit. 

The scientific information imparted by papers and 
discussions, is most interesting and valuable. 


The best pharmaceutical minds in the country con- 
tribute to the various sections and sessions. It is-a pleas- 
ure to meet the men and women who attend these meet- 
ings. 

For the membership committee of the state of Mis- 
souri I have brought with me a sufficient number of mem- 
bership application blanks to accommodate each and every 
pharmacist present, and as it will require the endorse- 
ment of two members of the A. Ph. A., Dr. Whelply and 
I are here at your service. 


you, but the survey here has not been completed up to 
date. 

I have found it to our advantage to place a highly 
trained civil engineer in our city institutions for the pur- 
pose of getting an engineer’s viewpoint. This may seem 
strange to you, and it does to most medical men; but the 
idea is, that the engineer uses engineering and efficiency 
methods in getting at the solution of our problems. He 
looks into the cost of operation, the daily population, the 
ratio of employee to patients, the ratio of daily food 
costs and the analysis of food consumed from day to day. 
I wonder if you Sisters know what the food consumed 
during the summer months is, in proportion per patient, 
to that in winter months in your institutions. These are 
questions I am trying to find out. This survey is being 
made in all our city institutions and we will soon find 
out what dietary requirements should be considered for 
the care and treatment of diseases in each of the particu- 
lar hospitals. You, in your private institutions, may not 
have to contend with the problems that we of the public 
institutions run up against. For instance, the clerk in 
every fiscal department is instructed to cut down in costs. 
During the winter months, when eggs and butter are high, 
they have cut those articles down and upset the balanced 
ration that should have been allowed. We find that, at 
times, in some items, such as meat, we ran 105 per cent, 
and in milk, sugar, eggs and butter we ran as low as 22 
per cent, of the standard. This, the highly trained civil 
engineer will help us, through his report, to adjust. 

Now to get back to the subject of the day, the recent 
survey that was made in the cause of delinquency in St. 
Louis by the committee appointed by myself, consisting 
of two neurologists, four medical men, a number of social 
workers and members of the police department. These 
workers went into the correctional institutions and made 
a thorough analysis of the situations. First, the medical 
men give the patient a thorough physical examination to 
determine what physical disability, if any, exists. The 
psychiatrist determines the intelligence quotient of the 
patient or prisoner. Then the neurologist discusses with 
each patient, or prisoner, the particular problem that is 
on the mind of that patient or prisoner, and endeavors 
to determine the personal intelligence. The social service 
department goes into the house of the prisoner and finds 
out the environment of the home from which he comes. 
The police department reports on the number of times 
the prisoner has been arrested and the reasons for his 
arrest. 
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I have outlined this for you so that you may know 
what we are attempting to do. This is a part of your 
problem as well, as you come in contact in your institu- 
tions, with the same types that we have in ours. The 
institutions which you represent are doing more good than 
any I know of. It has been my duty to study and send 
people to your institutions, and I know what a high type 
of service you are doing for humanity. 

The survey has brought out to us the fact, that most 
of the cases examined were suffering from some physical 
disability, and if arrangements could be made, whereby 
the medical profession and our hospitals could render the 
assistance necessary, I fully believe it would result in a 
permanent benefit to a great many more unfortunate 
people, and society might reclaim them as better citizens. 
There are at present 320 individuals in the city jail and 
workhouse; of these, 291 are men, of whom 179 are white 
and 149 negroes. The majority of these are American- 
born, their ages ranging from 17 to 70 years; 65 per cent 
are under 30 years of age; 57 per cent have never gone 
beyond the fifth grade in school; 63 1/3 per cent are un- 
trained persons, having no special equipment along indus- 
trial or vocational lines. 

Those concerned in reforming prisoners must bear 
in mind that we are not providing them in our public 
schools, and public institutions, with the proper course te 
correct. them of criminal tendencies. This is going to be 
one of our next big steps—the putting into our correc- 
tional institutions of the proper type of training enabling 
these inmates to perform some type of work when they 
are liberated. Thirty-seven per cent of these prisoners 
are repeated offenders, persons locked up time and time 
again, some as many as 103 times. These persons have 
been locked up, turned out, and locked up again. 

It is interesting to note that approximately 72 per 
cent are suffering from nervous and mental abnormalities, 
such as feeble-mindedness, epilepsy, and mental disease, 
which, we believe, were a contributing factor toward their 
crime. Approximately 65 per cent of these inmates 
showed physical disability that may now be said toe have 
been one of the contributing factors. Take, for instance, 
Harriet, a negro at the workhouse, 34 years old, started 
at the age of 9 on her delinquent career. She has been 
arrested 71 times—22 times for larceny, twice for robbery, 
eighteen times for assault, and sixteen times for dis- 
turbing the peace. Harriet has paid sixteen fines ranging 
from $10 to $200. Her present sentence is for six months 
in the workhouse for shoplifting. A physical examination 
shows she is suffering from syphilis; mentally she shows 
feeble-mindedness, having the mind of a girl of 7 years, 
with judgment and reasoning power, self-control and 
ability to profit by experience, of a little girl, rather than 
a woman of 34 years. 

Another case is that of Walter, a white boy of 22 
years, claiming his occupation as that of “a burglar.” 
He has been arrested 38 times; began his criminal career 
at the age of 15, was brouglit before the court 22 times 
for robbery, four times for highway robbery, once for 
driving a car without the owner’s consent, five times for 
disturbing the peace, and once for suspicion of murder. 
The only sentence he has received is the present one of 
four months in the workhouse. A physical examination 
shows he is suffering from a disorder of a ductless gland; 
mental examination shows that he has a very marked 
psychopathic personality, is indolent, and manifests many 
character defects. 

If it is not a mental condition, it is usually a physical 
condition. I have interviewed these inmates and prison- 
ers and asked them to give me the story of how it all 
happened. Some have told me that they were out of work 
and the police arrested them for nothing. One man was 
out of employment for a year prior to his arrest. He 
was a shoemaker by trade. I asked him why he had quit 
his job, and he replied he had to stand up all day at a 
machine. He suffered from stomach trouble and had 
gotten so bad that he could not retain his meals; he could 
stand up no longer at the machine, so he just quit and 
gave up his job. This is what we find in 60 per cent of 
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these cases—jobs given up, drifting into gangs, and, as a 
result, they find themselves in a police court. 

We believe that psychiatric clinics, working in con- 
nection with police courts, will be able to sift out a large 
percentage of these cases. I see no reason why a city the 
size of St. Louis, or Kansas City, keeps on arresting per- 
sons, fining them from $5 to $500, and turning them out, 
only to have them return again. 

At the workhouse, just the other day, a man was re- 
leased. As he went out, the warden who released him 
said, “I will see you next Tuesday.” I asked him what 
the idea was, and he assured me that the man would be 
back the following Tuesday. I was interested in this case 
and followed it up, and sure enough the man was back. 
The same applies to the delinquents released from the 
convent of the Good Shepherd and other institutions of 
this type. I wonder whether we are rendering a real 
service, whether it would not be better to get at the bot- 
tom of this condition and relieve the physical disability, 
which we now find in 60 to 65 per cent of these inmates 
who inhabit our institutions. 

At the venereal clinic we are finding that 30 to 40 
per cent of the patients examined are suffering from 
physical disabilities due to a syphilitic origin. Thirty- 
two per cent of all the inmates of the jail were found to 
have a positive Wassermann reaction, and fifteen per cent 
of those in the workhouse. Not all of them would submit 
to a Wassermann examination; this is why the percentage 
is abnormally low. I was down at the clinic Monday 
morning seeing girl after girl brought in. We were run- 
ning girls through there at a terrible rate; one girl a 
minute for examination. It is not unusual to have 200 
girls on Monday morning, and those who are infectious 
are sent to the Convent of the Good Shepherd—the only 
institution in St. Louis, public or private, that is able to 
handle these girls. They are doing a great work there, 
that no one else does. 

I believe that your problems are the same as ours 
and, therefore, this survey is both interesting and bene- 
ficial to you. We are receiving in St. Louis most won- 
derful cooperation from the Catholic institutions in this 
great work of the betterment of soeiety, and I again want 
to thank you for the privilege and pleasure of appearing 
before you to speak on this subject today. 


QUESTIONS AND ANSWERS PERTAINING TO MR. 
BAKEWELL’S PAPER. 

Q. Have the hospital authorities the right to de- 
cline the use of the hospital to any doctor who is not 
eligible ? 

A. A physician has been practising in your hospital 
and you find that his character is not what you would 
want in your hospital, I think if he were told properly, 
that would end the matter. . There is no law compelling 
you to allow him to practise in your hospital. 

In the case of records being required in court, 
whose consent is required? 

A. The patient’s consent is necessary. If a lawyer 
comes to you for the record you are not obliged to give 
it to him; the patient’s consent is necessary. 





New Hospital. A campaign has been begun at 
Albany, N. Y., for funds for the new St. Peter’s Hospital 
to be erected on the site of the vacation villa. The 
building will cost about $500,000. 

Hospital Day Observed. The Sisters of Mercy of 
Mercy Hospital, at Bay City, Mich., held open house on 
May 12th in connection with the observance of the third 
annual hospital day, the birthday of Florence Nightingale. 
President Harding and Governor Groesbeck are supporters 
of the hospital day idea. 

At Mercy Hospital, the management and nurses kept 
open house and visitors were received and invited to in- 
spect the entire institution. The advisory board, of which 
Mr. James E. Davidson is chairman and the directors of 
the Chamber of Commerce, participated in the efforts of 
the Sisters and nurses. Among the interesting features 
of the “open house” program were demonstrations by 
student nurses in the care of patients. 

The observance of the day a year ago was an im- 
mense success and it is expected that this year’s effort 
will surpass that event. 
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ANNUAL REPORT OF CLINICAL LABORATORY OF 
MERCY HOSPITAL, DENVER, COLORADO, FOR 1922. 
Philip Hillkowitz, M. D., and Harry Gauss, M. D. 

Dry figures do not make interesting reading. It will 
not be amiss, therefore, to preface the accompanying an- 
nual report of the clinical laboratory of Mercy Hospital, 
of Denver, with a few explanatory comments in justifica- 
tion for submitting it for publication in Hospitat Proc- 
ness. Undoubtedly, there are hundreds of hospitals hav- 
ing similar available data and we hope that the following 
yeport will stimulate the hospital laboratory directors to 
report their statistical data. 

The standardization of hospitals has brought about 
marked changes in the laboratory, which has become in 
some respects, the corner-stone of the foundation on which 
the standardization movement is based. The laboratory 
is, to a great extent, the index of the medical, or surgical 
work, performed in the institution. 

With the increased responsibility thrawn on it, there 
has been a corresponding growth in the quantity and 
quality of investigations demanded of this department. 
Whereas, prior to the standardization era, most hospitals 
made only a routine urinalysis or blood count, and the 
equipment was but meager, the modern hospital laboratory 
boasts of an elaborate equipment with a complement of 
trained technicians under the direction of a competent 
pathologist. 

While the standardization of the surgical and medical 
work and the keeping of records has reached a fair degree 
of uniformity, the same cannot be said of the laboratory. 
What constitutes routine urine and blood examinations, 
what surgical material is to be investigated histologically, 
what is the status of the laboratory director in the hos- 
pital administration are problems, the solution of which 
awaits the future. <A discussion of these questions in the 
hospital journals will help to clarify the present situation. 
Another and more cogent reason, for placing the data 
gathered in hospital laboratories on record, is their poten- 
tial statistical value. The relative frequency of certain 
pathologie conditions, the value of particular operative 
procedures, and a host of other facts gathered from vari- 
ous hospitals and arranged systematically will present 
data of great value from an etiologic, diagnostic and 
therapeutic point of view. 

At Mercy Hospital, certain laboratory examinations 
are required on all patients admitted to the institution 
and some are performed only upon request of the attend- 
ing physician. On all patients admitted, the ordinary 
chemical and microscopic examination of the urine is 
performed, a hemoglobin and white cell count of the 
blood is made; the coagulation time of the blood is taken 
on all patients admitted for tonsillectomy. All surgically 
removed tissue is described both grossly and microscop- 
ically. This includes tonsils and curretted material; in 
fact, everything coming from the operating room. In 
addition, the laboratory performs, upon request of the 
physician, any laboratory procedure in bacteriology, chem- 
istry, serology and pathology. 

Appropriate records are kept of all examinations, 
which are made out in triplicate. One copy is appended 
to the hospital chart, one is given to the physician for 
his own reference, and the third is kept in the files of 
the laboratory under a suitable system of cross file indices. 

The classification in use at Mercy Hospital laboratory 
is an anatomic pathologic one. It is true that this classi- 
fication is suited to the purpose of the pathologist better 
than the clinician, but this is of necessity, since there is 
still considerable divergence of opinion among both 


pathologist and clinicians as to the terminology of certain 
conditions. It is to be hoped that this problem may be 
settled by commissions to be appointed by the American 
Society of Clinical Pathologists who will bring about uni- 
formity in nomenclature. 

For the year 1922, 1,113 tissues were examined 
pathologically and 6,169 laboratory tests were made. In 
all, 7,282 examinations were performed. The total num- 
ber of laboratory examinations performed exceeds the 
number of patients admitted for the year since one or 
more tests were made on every patient admitted. Of 
surgically removed tissues, it is of interest to note that 
the appendix occurs most frequently—418 times, or ap- 
proximately 36 per cent. Of interest is the occurrence 
of tuberculosis of the appendix in three patients and pri- 
mary carcinoma in two patients. The latter will be 
reported in a subsequent paper. The tonsil occurs next 
in frequency or 22.5 per cent. It occurs to us that the 
classification of diseases of the tonsil is particularly in 
need of adjustment. 

Of casual interest is the occurrence of one case of 
carcinoma of the prostate in ten examined; a case of 
Vincent’s infection of the cervix uteri was encountered; 
also, twelve cases of ectopic gestation. In 49 Fallopian 
tubes examined, three were found to be tuberculous. Of 
21 breasts studied, six manifested carcinoma. 

No deductions are attempted from this report which 
we believe to be inadequate for such purposes. It is 
merely our purpose to place these data on record. 

The writers desire to acknowledge their indebtedness 
to Sister Mary Rita for her ceaseless devotion and self- 
sacrificing efforts in the conduct of the laboratory, and 
to the Reverend Mother M. Ignatius for her generous 
moral and material support given the laboratcry. 


ANATOMIC-PATHOLOGIC CLASSIFICATION OF 


SURGICALLY REMOVED TISSUE. 
ORO-NASO-PHARYNX 
ps 


Uleer 

Acute inflammation 

Verruca 

Sebaceous cyst 

Squamous cell carcinoma of upper lip 
Squamous cell carcinoma of lower lip 


Gum 


Chronic fibrotic gingivitis 


k 
Hemangioma 


Jaw 


Giant cell sarcoma 


Salivary Glands 
Mixed tumor of parotid 


Medullary carcinoma submaxillary giant 


Tonsil 
Hypertrophy 
Acute tonsillitis 
Acute purulent tonsillitis 
Subacute  tonsillitis 
Subacute follicular 
Chronic productive 
Chronic tonsillitis 
Chronic follicular tonsillitis. 
Chronic fibrotic tonsillitis 
Chronic tonsillitis with hyalin degeneration 
Myxoma .. mein : 
Fibro-myxoma 


tonsillitis 
tonsillitis 


Nasal Cavities and Sinuses 
Acute sinusitis antrum of Highmore 
Chronic hypertrophic rhinitis 
Chronic ethmoiditis 
Chronic sinusitis antrum of Hi:rhmore 
Inflamed polyp of nose : 
Fibroma molle of ethmoid 
Fibro myxoma of nose 
Papilloma of nose . 
Fibroma molle of nose 
Mucous polyp of nose 
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Larynx 
DEED «co dscccscececces iddns tedseietdecdesatepentekenenee 1 
Pharynx 
Goats PRaryOSths on. ccccccccccccvctccvcccccesescsccosccs 1 
CED encaciuededdccdcncensdesscvespeshdbacteuettens 1 
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Liver 
Acute hepatitis ............ 
Fatty Infiltration ......... 
Metastatic carcinoma 





Gall Bladder 
Subacute cholecystitis ..... pier ei eek ae meaeltine in 
Chronic cholecystitis ...... 
, Adhesions of gall bladder oa 
*Adeno-carcinoma ...............- abent sees eéeeevaseeueeee 
Cholelithiasis .......... pi ethebtseantenpaienesbhoben 2 










Appendix 
Histologically normal ow 
assive congestion .........-seeeeeeeee 
Acute appendicitis ..... aoawe ° 
Acute purulent appendicitis... 
Acute gangrenous appendicitis 
Acute perforated appendicitis 
Subacute appendicitis ............ 
Chronic catarrhal appendicitis 
Chronic appendicitis . : ; okepvesacencresscee 
Adhesions of appendix. : a6ebene ss0esseewesions a* 
Appendicitis obliterans ee 5 owe 
Appendicitis atrophicans ; : ‘ Seernss aevecese ‘ 
Tuberculosis appendicitis enereniee eesaveees 
Primary carcinoma of appendix. oneeeaeand 
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Intestine 
Ulcer of duodenum 
Acute diverticulitis . 
Chronic diverticulitis 
Membranous colitis 
Fibromyoma of ileum 
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Peritoneum 
Acute peritonitis .......... ° ; owes 2 
Tuberculosis of peritoneum > an oon oe 1 
Carcinoma of omentum . seneen 2 


Rectum and Anus 
Chronic rroctitis 
Fistula in ano 
Hemorrhoids 
Polyp of rectum 
Inflamed hemorrhoids 
Adeno-carcinoma of rectum 









GENITO URINARY SYSTEM 
Kidney 





Pynephrosis , . . 
Tuberculosis of kidney peevesnnes 1 
Nephrolithiasis ‘ . ‘ 











Bladder and Urethra 
Acute ulcerative cystitis 1 
Chronic cystitis , ‘aaa 1 
Papilloma of urethra. snenenesune : 







Polyp of urethra cesece 
Caruncle of urethra ERAGAdRCASREEREUL AROS Dae ORAS 










Eottiiyats 
Acute epididymitis . . 
Acute suppurative epididymitis 
Chronic epididymitis ° 
Tuberculous epididymitis. 





CONS at me 





Testis and Scrotum 
Necrosis of scrotal sac 
Varicocele ...... 
Spermatic cyst . : . ae - epee 
Hydrocele...... cemkeae ons ee ceenemnnes 
Chronic inflammation scrotal sac sone eee 
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Prostate 
Adenoma 
Carcinoma 


Seminal Vesicle 
Chsonie seminal vesiculitis...........ccccccccces evsacee 1 







Uterus 
tt ML  -ccrs cg ccccescerensascieruan pan vades —* 
Hyperplasia of endometrium ..................+. Cade katitan 
SE. sctisssceonce bod bneied meet ne teks weve swaehe 
EE, Gl UE nccccesnescee coves ee eee ee 
Vincents infection of cervix......... deupavecevesantsheness 
Chronic endometritis ...... ied wien és 
Chronic metritis ....... eeeseeeee bhbaneaee 
Chronic cystic endometritis................-. 
Chromic cystic endocervicitis. .. aeee 
TS rear aTT 

Fibromyoma ceevees 
DY testiathibhedsendookeun candace 
Squamous cell carcinoma of cervix.. 
Adeno-carcinoma of corpus............ 
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Pregnancy 
Metaimed secundines ......ccccccccecss iScmbans tueie . 6 
INN TE. MUUROMOR, «ci iscvceceesccosccccsdicencceaacs 1 





Acute placentitis .. ones 
Hyaline degeneration oft place enta. peas ee 1 
Sapremic placentitis O0* Cede useseadoen Ocesceredeneseede 1 







Extra-uterine pregnancy 
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Ovary 
Acute suppurative cophoritis. ...... 2... cccccscsccccccccccces 
Ovarian a cecee ° 

1 CRORES GOMROTMM ..ccccccccccccccccccccccccccccccccccccece 
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Cystadenoma ..........:.. 
DE GEE sécscccescece 
Parovarian cyst ............ 
Corpus luteum cyst... 
Papillary carcinoma 
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2 Tubes 
Passive congestion... 
Acute salpingitis 
Acute supporative salpingiti 
Subacute salpingitis ........ 
BEES. ccnccscasccecs 

3 Tuberculous salpingitis ...... 
Chronic salpingitis ......... penununed 
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Vulva and Vagina 
ED Oe EE SOUR, . . canccncceccocesccecesoceccooeseee 1 
Acute inflammation Bartholin glands.................e+eee0: 1 
53 Subacute inflammation Bartholin glands..............+..+++ 1 
Suppurative inflammation Bartholin glands.................. 1 
Chronic inflammation Bartholin glands...............s0see0 1 
PEE GE Pec ccccccccceccecsces beveessaseoewoaneees 1 


SKIN AND APPENDAGES 
Skin 


Condyloma acuminatum 
Naevus pigmentosus .... 
Subaceous cyst of thigh 
Sebaceous cyst of face..... 
Sebaceous cyst of back....... 
SD GE TM cnccccccecceccscescce 
Hyperkeratosis of forehead. 
Hyperkeratosis of toes......... 
Squamous cell carcinoma of nec 








| Pe et kt feat ft pd ft pd 


Mammary Gland 
Acute suppurative mastitis 
Chronic mastitis a0 eseeus : 
Chronic cystic OS _edaeiiaepd eben 
Calactecsle § .ccccccccccce aoe 
Fibroma 
5 Adenoma oeves eee . 
Cystadenoma .... ow Ppirpe aces eared s-cnbenesdnsseesesdoennstas 
Adeno-fibroma .......... SESS Oceseces eoncesceesecceudeae ee 
rare eRe ae ‘ cewburebeteeeneed 
Scirrhus carcinoma ...... OTT T TTT TTT TTT TTT TTT TTT 
Mixed carcinoma denen gen - piveavocsevcsnsen 
5 Adeno-carcinoma . amen EERE EG EO aioe 








| DD ED ES et at at et es es 


Sensory Organs 
Sebacious cyst of conjunctiva...... ‘ , 1 


LYMPHATIC SYSTEM 

lie Lymph Glands 

=o Hyperplasia ...... 
Acute lymphadenitis | Seewewnssueeds 
Chronic lymphadenitis ............... 
Hyalin degeneration ....... cece 
Tuberculosis lymphadenitis adh ekcemenena ane 
Metastatic squamous cell carcinoma sensbereeeve 

Matastatic scirrhus carcinoma. . : : ; 











DUCTLESS GLANDS 
Thyroid 





PE DD cubeceavdcahedknneauedseedewweene been seeewe 3 
Cystic goitre ....... ee becovece ceccccesocesesese 3 
Struma parenchymatosa. ceeesecescoeene sncecccscaseners 1 
Adenoma of thyroid...... Rr a ee 5 


BONES AND JOINTS 
Chroric osteomyelitis 
Chroiie bursitis ...... - 
Chronic sinus formation. 








FASCIAS AND TENDONS 
Lipoma of back............ 
Lipoma of chest wall 
Lipoma of groir.............. 
Lipoma of 
Fibroma of lumbar region 
Fibroma of ankle............ os 
5 Fibroma of finger. . Sec eeseesens 
EL. <cee etna te emace wie 
Ganglion of wrist... 












LABORATORY TESTS. 




















Urine 
Routine, chemical and microscopic............ ° voceveccetee 
Quantitative chloride determination : , aeennpaneseed 6 
1 Quantitative Urea Determination ..... . éeaebeesneees wt 6 
Quantitative sugar determination. .................0cceeeeees co & 
Quantitative albumen determination ete ateennwecous 10 
Culture for typhoid.........csccccccceres ; SeUneceesesacee 1 
Blood 
Rountine white count and revepesipeweh rrr 1880 
Red cell count .........+s0e8: 50 
Differential count 75 
Examination of malaria 5 
Quantitative sugar 25 
Quantitative non-protein nitrogen determination................. 25 
Quantitative urea nitrogen determination. 
Quantitative uric acid determination 
Quantitative creatinin determination 
Quantitative alkali reserve determination... 
81 Bacteriologic culture 
;  £- arr 
Wassermann — ..... sees eeeeee 
Grouping for transfusion 
Coagulation time ............ 
Sputum 
34 Routine bacteriologic and cytologic.............cc.cccceeeeeesees 50 
TES GE PEIN ccccccccccccescescecece a Saar e 
eces 
Routine for blood, parasites, physical characteristics, etc......... 8 
12 He SE tak oiteonrehbbkatadwesebessencs boneesseshs 1 
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Gastric Contents 
Routine for acidity, blood, pus, bacteria, physical characteristics, 
Wolff-Junghans, etc. 


Spinal Fluid 
Routine for cell count, globulin, Wassermann and gold colloid test. 13 


Smears 
Miscellaneous of exudates and transudates for bacteriologic and 


cytologic examination 


Culture Bacteriologic a 
Miscellaneous of exudates and transudates throat cultures, ete... 75 


Kidney Function Test 
Phenolsulphonephthalein test 


10 


ater 
Bacteriologic examination for 


Vaccine prepared 


Schick Test 


Non Pirquet Test 


Total Pathological Examinations... ............0se-seeeeeeeeeee seeee 1 
Total Laboratory Tests... ....ccesccccccccccccccccceccsssseesecessssssess a 
GRAND TOTAL 


Hospital Progress would be pleased to receive similar stetistics from the 
various hospitals. The accumulation of such would afford material for beneficial 
investigation. (Ed.) 


HOLD MONTHLY CLINICS. 

In answer to the call of the writer of “A New De- 
parture” in the March HOSPITAL PROGRESS, the Staff 
of St. Mary’s Hospital, Madison, Wisconsin, rejoices in 
finding itself not alone in “staging” monthly clinics and 
gladly submits the story of the infant efforts as requested. 

The idea was apparently sown by the very successful 
clinic day held last May, for the Dane County Medical 
Society. But only after harrowing discussions on the 
wisdom of the monthly repetition of this May feat, did the 
roots of this venturesome proposal dig into the approval 
of all the staff members. Finally there blossomed out of 
their cooperating efforts, in January, 1923, a clinical pro- 
gram for the first three months of the new year. 

This notice was in rather a daring announcement of 
the plan to conduct surgical and medical clinics which 
would be of value to the physicians and surgeons attend- 
ing and presenting them. On this general invitation the 
program for the next three months was outlined. But 
before each clinic day more definite notices of the sub- 
jects to be treated were mailed to the doctors of the 
vicinity. 

Thus, at the January meeting, pneumonia in seven 
different aspects was discussed by the individual members 
of the staff. During the February session, gastric and 
duodenal ulcers were studied from six various angles. 
According to the March program, the clinic will be devoted 
to the study of eye, ear, nose and throat diseases. 

So far the Clinics have been not merely numerically, 
but also enthusiastically well attended. By this active 
spirit, not only is friendliness and cooperation fostered, 
but the free discussions offer opportunities to exchange 
ideas and reaction on the various problems and their solu- 
tions. Constructive criticisms are thereby forced to cir- 
culate and quickened interest is the natural result. 

Of these, one of the most encouraging “bits” was 
passed at the end of the February Clinic by a visiting 
doctor in his remark, “Sister, this will be a success, if you 
don’t give up!” 

DEATH OF A WELL-KNOWN DOCTOR. 


With the death of Dr. Richard J. Hill, a notable figure 
has passed from the medical ranks. He was born in 
Gilbert County, North Carolina, and came to Minneapolis 
with his parents in 1861. He came from a family of 
doctors—his father, Dr. Nathan B. Hill, was one of the 
pioneer physicians of Minneapolis, and following his 
father’s footsteps he entered the medical profession, 
taking his course at the Jefferson Medical College, of 
Philadelphia, where he finished his work with distinction. 
Dr. Hill was one of the best known physicians in Minne- 
polis, where he practiced for well nigh 40 years, and 
juring that long period he not only identified himself 
with the betterment of his profession but gave his sym- 
pathy and encouragement to every line of endeavor for 
he general good and uplift of the community in which 
he lived. His charming personality and the good that he 
has done will make his memory live in the hearts of all 
who knew him. 
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He was an active member of the Minnesota State 
Association, the Hennepin County Medical Society, and 
the Minnesota Academy of Medicine. He was so appre- 
ciated and trusted by his associates that he always held 
important offices in their organizations. For many years 
he was identified with the Great Northern Railway as 
chief surgeon for the territory around Minneapolis. 

Doctor Hill belonged to the Friends, or Quakers, and 
was a gentleman to the manor born. Of the highest in- 
tegrity, exceedingly kind, and exceptionally capable, he 
was beloved by all with whom he came in contact. It has 
been known in the early days that in the homes of the 
poor he not only acted as physician and nurse, but even 
prepared meals for the patient. 

Dr. Hill’s death has made a great void at St. Mary’s 
Hospital, to which institution he was attached for many 
years of his professional career. He was also a member 
of the staff and of the advisory board, which positions he 
filled to the satisfaction of all. 

He was a general favorite at the hospital, where the 
members of the staff, the administration, interns, nurses 
and all thought of him as a friend, and feel his passing 
away as a personal loss. 

NATIONAL HOSPITAL DAY. 


Hospitals who are preparing for the observance 
of third National Hospital Day will be interested to 
hear that President Harding has indicated his continued 
interest in this movement to make the public better ac- 
oes with hospitals, hospital service and hospital 
needs. 

“I most heartily extend my good wishes for the most 
useful results from your efforts,” wrote President 
Harding to Matthew O. Foley, Executive Secretary, Na- 
tional Hospital Day Committee. “It is especially a pleas- 
ure to express my interest in the work of National Hos- 
pital Day which seeks to arouse the largest possible 
public interest in the work of the country’s hospitals and 
similar institutions. You have most properly chosen May 
12th, the anniversary of the birth of Florence Nightingale, 
as National Hospital Day.” 

“One of the finest and most humane products of our 
civilization is the hospital,” continued President Harding’s 
endorsement, “and every activity which aims to assure its 
advantages to an increasing number of people deserves 
all possible encouragement.” 

Death of Mary Evans Leary. 

Mrs. Warren D. Leary, nee Mary Frances Evans, 
eldest daughter of Dr. and Mrs. Edward Evans, died at 
St. Francis Hospital, La Crosse, Wis., April 2nd, after a 
brief illness. 

On the 21st of October, 1919, Miss Evans was married 
to Warren Denis Leary of New York City. For some 
time after her marriage, Mrs. Leary had lived in Canada, 
but since January, 1922, the home of the family had been 
at Chippewa Falls, where Mr. Leary had an interest in 
the Chippewa Gazette. 

Mrs. Leary is survived by her husband, two chiidren, 
her father and mother, a sister and four brothers. The 
funeral took place from the residence of Mrs. Leary’s 
parents, and from St. Mary’s Church, La Crosse. 


THE OHIO CONFERENCE OF THE CATHOLIC HOS- 
PITAL ASSOCIATION. 


The Ohio Conference of the Catholic Hospital Asso- 
ciation of the United States and Canada will hold its 
second annual conference May 21 and 22, at Mr. Carmel 
Hospital, Columbus. 

The conference will open Monday, May 21st, with Rt. 
Rev. James J. Hartley, Bishop of Columbus, giving the ad- 
dress of welcome. 

The program consists of the following: 

Sister Sylvina, Chairman, Superior, Mt. Carmel Hos- 
pital, Columbus, O. 
ona Sister St. Simon, Superior, Seton Hospital, Cincinnati, 

io. 

r Alexanderine, Superior, Seton Hospital, Cincin- 
nati, O. 
~~ Sister Marcelline, St. Augustine’s Convent, Cleveland, 

io. 

Sister M. Ursula, Superintendent of Nurses, St. John’s 
Hospital, Cleveland, O. 





Spiritual Ministrations—During the year 1922 the 
Chaplain of Hotel Dieu Hospital, Campbellton, N. B., gave 
26 spiritual conferences to the nurses. This was in addi- 
tion to a retreat. 
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MISS NIGHTINGALE’S CALL TO SERVICE IN THE 
CRIMEA. 

The presence of thousands of daughters of Florence 
Nightingale in the regions devastated by the great world 
war, and the great service to humanity which they have 
rendered, have turned the thoughts of many to that other 
battlefield where the great need of the world for trained 
nurses was first impressed on the hearts of the people, 
an impression never to be effaced while there are suffer- 
ing human beings requiring skilled care and service. I 
refer to the Crimea. 

Russia was at war with the combined forces of 
England, France, and Turkey. In the fall of 1854, it 
became apparent that the medical system of the British 
Army was utterly inefficient. Division of responsibility, 
official red tape, and lack of nurses made the condition 
of the wounded after a battle a national disgrace. 

Fortunately there was at the Crimea a great war 
correspondent—William Howard Russell—who spoke in 
clarion notes to the men, and especially to the women 
of England, making an appeal which reached the ears 
of this wonderful woman, and made her the heroine of 
her age. After describing the horrible state of things 
that existed in Crimea, and the shameful want of prep- 
aration for the care of the soldiers, he says, “Are there 
no devoted women among our people, willing to go forth 
to minister to the sick and suffering soldiers of the East, 
in the hospitals of Scutari? Are there none of the daugh- 
ters of England, at this stormy hour of the night, ready 
for such a work? France has sent forth her Sisters of 
Mercy unsparingly, and they are even now by the bed- 
sides of the wounded and dying, giving, what woman’s 
hand alone can give, of comfort and relief. Must we fall 
far below the French in self-sacrifice and devotedness in 
a work which Christ so signally blessed, as done to Him- 
self, “I was sick and ye visited me?” 

Miss Nightingale read the appeals, and they came to 
her as a call from God. This was what she had been wait- 
ing for, for so many years, a field worthy of her powers. 
And yet there was hostile objection from many quarters: 
from official quarters, exciting jealousy in medical men, 
and strong criticism from military officers who thought 
that the present regimen, the present organization was 
good enough, and could do all the work; from social 
sources, for whom Mrs. Grundy spoke, “Why, certainly, 
it cannot be proper for young women and young ladies 
to go as nurses in a soldiers’ hospital, of all things in the 
world! Too horrible to think of it!” There was religious 
opposition, too. When she made up the band of 37 nurses, 
there were ten Catholic Sisters of Mercy, 12 Church of 
England Sisters, and some who belonged to neither or- 
ganization. The religious people took it up, and they 
said, “She is evidently going to the Crimea to convert the 
soldiers to the Roman Catholic Church”; and others said, 
“No, that isn’t so; don’t you see she is taking some that 
are neither Catholic nor Episcopalian? We really believe 
that she belongs to that horrible sect—The Unitarians.” 
Opposition came, too, from those most dear to her. The 
more Florence heard of the worst, the more resolved she 
was to make things better: but the more her parents 
heard, the greater and more natural was their repugnance. 
Somebody must do the rough pioneer work of the world: 
but one can understand how the parents of an attractive 
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daughter, to whom their own life at home seemed to them 
to open many possibilities of comfortable happiness, came 
to desire that in this case the somebody should be some- 
body else. 

In spite of the fact that the idea was certain to be 
branded as unwomanly by her own sex, and by the world 
in general, she offered her services, and her letter crossed 
in the mails a formal offer, from Sir Sidney Herbert of 
the war department, director of women nurses who were 
to be sent to nurse the sick. 

Time would fail me if I undertook to tell you the 
frightful condition of things she found when she got there. 
The great Barracks Hospital of Scutari was filled with 
thousands and thousands of sick and wounded men who 
had been brought from the seat of war, without nurses, 
without suitable food, without a laundry, without the 
possibility of a change of clothes, without a kitchen for 
the preparation of proper food, with no possible con- 
veniences or appliances for the care of the sick and 
wounded. The descriptions are too horrible to realize or 
to repeat. She found these three or four thousand men 
in this great hospital which had been a barracks and had 
been converted off-hand, into a hospital—a place for the 
deposit of these poor bodies of the sick and wounded; 
and that was about all that had been done for them when 
Miss Nightingale arrived. There were two miles of sick 
beds, in a double file along the corridors. The rats ran 
over the wounds of the helpless patients. They had had 
no medical attendance from the time they left the front 
many days before; they had had no change of clothing, 
nor the possibility of a washing or of a clean shirt. The 
death rate at Scutari was 42 per cent, and in one hos- 
pital it rose to 56. Eighty per cent of those whose limbs 
were amputated died of gangrene. The sick list amounted 
to over 13,000. Miss Nightingale was given charge of 
1,500 patients. 

Yes, this woman with her 37 nurses came among 
them. It was chaos! She put to use her wonderful 
powers of organization, and in two months she had that 
hospital in absolute control. A kitchen was established 
and a laundry, and she provided ten thousand clean shirts 
for these sufferers, and had taken absolute command of 
the whole establishment, as the government had given her 
authority to do. “Red tape” insisted that all stores should 
be inspected before being issued to the troops. At one 
time when she was in urgent need of such supplies, and 
finding the inspection would take three days, she broke 
down the doors and commandeered the supplies. In six 
months great resources were being sent to her from home 
and a great number of recruits to her nurses arriving, 
every soldier, to the number of six thousand in the Bar- 
racks Hospital and in the General Hospital at Scutari, 
was being well and comfortably provided for. 

Then came all the other sorrows that attend war. 
Fever broke out, and the frost-bitten men who had lain 
in the trenches at Sebastopol were brought in, after spend- 
ing five days out of seven in those horrible trenches, ex- 
posed to the Crimean frost, with nothing. but the linen 
clothes that they had worn at Malta. All these ghastly 
things she had to take care of and provide for, but her 
genius was equal to the emergency. Her powers of en- 
durance seemed ‘incredible. They tell us that for twenty 
hours at a time she would stand when the ships arrived— 
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twenty hours at a time—receiving these broken fragments 
of men that came from the front, seeing, that they were 
properly handled and cared for. And when all the work 
of the day was done, she made her rounds, visiting the 
worst cases, the most frightful ones. They weren’t safe, 
she thought, unless she personally visited them. As one 
Highland lad wrote to his mother, “She would speak to 
one and another, and nod and smile to many more; but 
she could not do it to all, you know, for we lay there by 
hundreds: but we would kiss her shadow as it fell, and 
lay our heads on our pillows again content. * * *”’ She, 
the “Lady in Chief,” as she is commonly called, and “The 
Lady of the Lamp,” as she became known in history and 
song, wrote letters to their friends at home, and did every- 
thing that one woman could do to restore life and light 
to the suffering. 


In the spring of 1855, death’s call came to one of the 
best beloved of her band, Miss Elizabeth Anne Smythe. 
She had accompanied Miss Nightingale to Scutari, was 
her personal friend, and had been trained by her. Her 
death cast a gloom over all. Before many weeks, how- 
ever, they were again called to mourn the loss of another 
helper, Sister Winifred, a Sister of Charity, who was 
tending the Irish soldiers at Balaklava. Sister Aloysius 
says at the end of a touching description of her death: 
“She, the first of our little band to go, had been full of 
life and vigor the day before. We were all very sad, and 
we wondered who would be the next.” She was buried 
on a piece of ground between two rocks on the hills of 
Balaklava. Her grave was, unhappily, not destined to 
remain solitary. In the early spring of 1856, another 
funeral was seen wending its way up those hills. It was 
the body of Sister Mary Elizabeth, who had died of fever, 
caught among the patients of her ward. Sister Mary 
Aloysius thus described this death: “It was a wild, wild 
night. The storm and wind penetrated the chinks so as 
to extinguish the lights, and evoked many a prayer that 
the death-bed might not be left roofless. It was awful, 


beyond description, to kneel beside her during these hours 
of her passage and to hear the solemn prayers for the 


dead mingling with the howling of the winds, and the 
creaking of the frail wooden hut. Oh! never, never can 
any of us forget that night: the storm disturbed all but 
her, that happy being for whom earth’s joys and sorrows 
were at an end, and whose summons home had not cost 
her one pang or one regret. 


They buried Sister Mary Elizabeth beside Sister 
Mary Winifred, and the 89th Regiment requested the 
honor of carrying the coffin. Hundreds of soldiers lined 
the way in triple lines from the hospital to the hut where 
the body lay, and a procession of various nationalities 
followed the body to its lonely resting place on the rocky 
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ledge of Balaklava heights. Later, when the graves of 
the two Sisters were visited, it was found that flowers 
and evergreens were growing in that lonely spot, planted 
by the soldiers they had tended. On the white cross of 
Sister Winifred’s grave was found a paper, on which were 
written the following lines: 

Still green be the willow that grows on the mountain, 
And weeps o’er the grave of the Sister that’s gone: 

And most glorious its lot to point out to the stranger, 
The hallowed remains of the sainted and blest: 

For those angels of mercy that dared every danger 

To bring to the soldier sweet comfort and rest. 

These lines had been composed and placed there by 
one of Sister Winifred’s orderlies. 

From Scutari, Miss Nightingale went to the Crimea. 
She visited Sebastopol, and not only looked into the 
trenches, but entered the great crater of that vast volcano 
of war. On her way back she was stricken with the 
Crimean fever, and nearly lost her life. She was nursed 
for weeks and weeks, and was finally brought back to life. 
She would not go home, and did not go until not only the 
war had closed, until every soldier had been shipped home 
to England, and every hospital was cleared, then she 
stepped quietly on board a French vessel and sailed for 
France. A few days later—so the story goes—a lady 
dressed in black and closely veiled, entered the back door 
of Lea Hurst. The old butler saw the intruder, and 
hastened forward to stop her way—and it was Miss Flor- 
ence! 

But earthly honors awaited her. In truth the whole 
nation was up in arms to do her honor, to pay homage 
to her, and to make some reward for her wonderful sac- 
rifices and services. Subscriptions were opened, and fifty 
thousand pounds was poured out by the English into her 
lap. What did she say? She said, “Not for me; not one 
penny for me. But it has been the ambition of my life 
to establish a training school for nurses; let it be devoted 
to that and I accept the gift. Otherwise, not.” And so 
it came about that the first great nurses’ training school 
which bears her name was established at St. Thomas Hos- 
pital at London. It is still supported by the “Nightingale 
Fund,” and is a model and example for all the training 
schools of the world. 

FLORENCE NIGHTINGALE’S SPIRIT OF VOCATION. 

An English writer, Miss Margaret Fox, in an address 
to nurses, has called attention to the great need of the 
spirit of vocation in the nurses of today. “Look at it any 
way you will,” she states, “the fact remains that nursing 
is work demanding something more than mere business 
qualities, more than an active intelligence, more even 
than sympathy and kindness of heart. The latter, precious 
though it is, may be worn very threadbare in the constant 
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daily contact with all sorts of unlovely natures, suffering 
from every kind of trying ailment. Patients are not all 
grateful or appreciative, and you will find some of them 
by no means ready “to kiss your shadow as you pass on 
your rounds.” Sometimes they are inclined to grumble 
because they do not immediately get all they want. Their 
disease may. make them irritable, captious even, some 
times repulsive. These people need more than ordinary 
everyday good qualities in a nurse. They need one, who, 
over and above her professional ability, looks upon her 
work as a vocation, a calling by the will of God. It was 
that spirit which made the best of the pioneers of other 
days what they were. Nursing was undertaken by them 
as a definite lifework. It cost them so much to enter 
upon it, that they were unlikely to abandon it without 
some very cogent reason. Nursing is a mission and 
wherever it is undertaken, it needs the same spirit of true 
vocation to do it well, and to persevere in spite of diffi- 
culties. 

There would be fewer restless, or discontented nurses, 
if each possessed the spirit of her vocation. It is this 
spirit that gives one the calm, quiet feeling of being in 
the only possible place, and doing the only possible work. 
It stirs in one a large-hearted charity for all such as are 
sorrowful, sick, or poor. It makes one feel, “Well, who- 
ever fails, I must not.” It helps wonderfully when things 
are crooked, and the work is hard or uninteresting. One 
simply can’t help making things look nice or doing the 
little extra bit which just makes all the difference in the 
world. 

The motives which influence an individual to under- 
take a task are tremendously important factors in real 
and full success, and it is well, in such work as nursing, 
that all who enter on it, analyze carefully their own mo- 
tives in so doing. 

’There can be no mistaking the motives which led 
Florence Nightingale to enter on her career under the 
distressing conditions which then prevailed. Born and 
reared in refined surroundings, in an intellectual atmos- 
phere, with all the educational advantages the times 
afforded, if she had fulfilled parental and popular ex- 
pectations, she would have been satisfied to have spent her 
girlhood chiefly in a round of gay social functions, with 
ample leisure for study and travel, and to have married 
at an early age a man belonging to her own social circle. 
That she was not satisfied with this sort of existence is 
seen in this typical extract from one of her letters, written 
when she was 26 years of age: “The thoughts and feel- 
ings that I have now,” she wrote, “I can remember since 
I was 6 years of age. It was not I that made them. 
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A profession, a trade, a necessary occupation, something 
to employ and fill all my faculties, I have always felt 
essential to me, I have always longed for, conscientiously 
or not. The first thought, and the last thought I can re- 
member was nursing work.” 

To her, life was earnest; it was a serious thing, and 
her struggle for many long, weary years to free herself, 
to overcome the obstacles that closed in around her, s0 
that she could accomplish the kind of work she felt God 
wanted her to do. Her long-continued effort to gain her 
relatives’ consent for her to even attempt nursing forms 
one of the most interesting chapters in her life story. 
Nursing was always to her “God’s business.” 

How much this sense of vocation, this strong feeling 
that she was called to do the will of God in this form of 
service, had to do with her success, no one can fully de- 
termine, but that it helped tremendously in carrying her 
over difficult places, cannot be doubted. As one looks 
back over her wonderful life, and tries to discern the 
secret of her remarkable influence, one cannot but feel 
that the spirit in which she did her work, her absolute 
devotion to the cause to which she was giving her best 
powers, accounts in large measure for her name being 
honored, and her memory kept green all over the civilized 
world. “The sweetest character in all British history” 
was a noted man’s comment on her, yet the sweetness 
was always combined with strength and courage, and a 
quiet determination not to give up because things were 
more hard or difficult than she had expected. 

One of the outstanding qualities of this great woman 
was her individuality, a quality which someone has said 
is close kin to honesty. She did her own thinking, and 
the results of that thinking were evident through her 
career. To take the whole credit for achievement to 
oneself is a very human failing, but it was not one of 
Florence Nightingale’s. Of one woman whom she had 
placed in a position of more than ordinary responsibility, 
she wrote, “Without her our Crimean work would have 
come to grief; without her judgment, her devotion, her 
unselfish, consistent looking to the one great end—the 
carrying out the work as a whole—without her untiring 
zeal, her accuracy in all trusts and accounts, her truth, 
her faithfulness. Her praise and reward are in higher 
hands than mine. She was deeply grateful for the loya 
way in which the Sisters worked under her. When the 
Reverend Mother, who had come out with the Sisters t: 
Scutari, returned in ill-health to England, Miss N ight 
ingale sent her a letter of farewell in which she said 
“You know I shall do everything I can for the Sister 
whom you have left me I will care for them as if the: 
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were my own children. But it will not be like you. I 
lo not presume to express praise or gratitude to you, Rev- 
erend Mother, because it would look as though you had 
lone this work, not unto God, but unto me. You were 
far above me in fitness for the general superintendency 
n worldly talent of administration, and far more in the 
spiritual qualifications which God values in a superior: 
my being placed over you was a misfortune, not my fault. 
What you have done for the work, no one can ever say. 

do not presume to give you any tribute but my tears. 
But I should be glad that all the world should know that 
> ou were valued here as you deserved, and that the grati- 
ude of the army is yours.” 

All the efforts for the higher education of the nurse, 
he world over, are largely the result of Miss Nightingale’s 
ife and example, the watchword of which was prepared- 
ess. So, as her faithful followers, we must ever in ad- 
‘ance of the common demand, and as has ever been the 
ate of those who have followed her in pioneer work, we 
yust continue to expect opposition and criticism. Our 
inspiration must be in the far-reaching and wonderful 
nfluence of her life, and in the lives of many noble women 
of our own day, as demonstrated in the ever-lengthening 
chain of nursing activities, in hospitals and homes, in the 
army and navy, in the mission field, in all forms of social 
work, link added to link, stretching around the world. 


GOOD MANNERS IN A NURSE. 
Marie Savary, Freshman Class, St. Joseph’s Hospital, 
Sioux City, Iowa. 

Good manners are not only something to be carried 
as an outside cloak but they should be a part of everyone, 
especially every nurse, or girl who wishes to be called a 
nurse. One cannot be kind, cheerful and sweet when good 
manners are thrown or cast to the background. 

A girl with good manners will not only be known 
and respected by those with whom she lives every day, but 
by those with whom she comes in contact with day after 
day. 

As she is passing from bedside to bedside in her train- 
ing school life, she cannot be a success without good man- 
ners to accompany her every word and deed. 

Visitors and friends of patients, next to patients 
themselves, are the first to notice whether the nurse is 
refined and pleasant. A vulgar, coarse nurse is not liked 
and appreciated by a patient or others. She should use 
her good manners and nursing abilities on every patient, 
be he one kind or another. 

The worst type of patient will respect and admire 
the nurse who is and shows herself a lady. 

And among the girls with whom she lives her good 
manners should not be lost. Everyone will like and re- 
spect her and be glad that she is one of them if she shows 
herself true blue in every way—not only in manner of 
talk, dress, and habits, but at table and in all manners 
of simple etiquette. 

Then, when a nurse has finished her training and has 
been given the title of a graduate nurse, even then her 
manners should not be placed on a shelf only to be used 
on special occasions. She is then, and should be, a model 
instead of a wrong-doer to the younger nurse with whom 
she comes in contact. She should be able to give them the 
right impression of what a nurse should be. 

For higher advancement good manners seem to be 
e-pecially required, because tact and courtesy two most 
iuportant details, seem to be directly attached to them. 

So after all a part of a nurse’s career is built up 
1round her character in regard to her manners. Without 

d manners at all times, and in all places, a nurse is 
1 t weleome, successful or appreciated. 


TRAINING SCHOOL NOTES. 


Attracting the Student Nurse. Some of the most in- 
cresting hospital literature which has come to the office 
the Hospital Progress has originated in the Mary Im- 
-culate Hospital, Jamaica, N. Y. The Sisters and doc- 
ors in charge of this great institution have apparently 
sensed the dangers of institutional treatment of members 
' the staff, of the nursing corps, and of students in the 
‘ining school and have taken every possible step to put 
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themselves and those with whom they come in contact 
on the best possible basis of human interest and coopera- 
tion. 

An illustration of this friendly human spirit which 
pervades the hospital is to be found in the announcement 
of the training school which has just been published and 
distributed. The booklet contains on the front cover a 
picture of the hospital which is a real introduction to the 
institution. Upon opening the pamphlet the first thing 
which strikes the reader is the following verse: 


God Made a Nurse. 


He made her heart brave, true and kind, 
And like His mountain streams her mind 


As crystal-pure, yet swift or deep 
As where their waters rush or sleep 


Her hands He made firm, tender, skilled 
Their touch with His own pity filled. 


And gave, to make His nurse complete, 
A sense of humor, wholesome, sweet. 
God made a nurse—Thank God! 

In the pages which follow are illustrations of the 
nurses’ residence, recitation room, a classroom and com- 
plete information about the appointments of probationers, 
a course of instruction, practical and theoretical and hints 
to candidates. 

The hospital has recently distributed very widely in 
the New York metropolitan district a poster of which the 
accompanying cut is a miniature reproduction. 

Nurse Entertained at Luncheon. Miss Mary E. Glad- 
win, formerly educational director of nurses’ training 
schools in Indiana, and also Miss Josephine Mullville, of 
Indianapolis, Ind., were entertained at luncheon, on Feb- 
ruary 28th, at St. Vincent’s Hospital, Indianapolis. After 
the luncheon, Miss Gladwin spoke to the student body on 
her experiences in Japan during the Russio-Japanese War. 
Miss Gladwin has taken up her new work in Arkansas. 

Nurses’ Retreat. A retreat for the nurses of St. 
John’s Hospital, St. Louis, Mo., was conducted by Rev. C. 
Cloud, S. J., March 9 to 13. 

Nurses Graduate. Four student nurses of St. Joseph’s 
Hospital, Dubuque, Ia., have completed a two months’ 
course at the Iowa State Hospital, Iowa City, and have 
resumed their studies at the former institution. Another 
class of nurses will eventually be sent to the Iowa City 
institution. 

Staff Medal Awarded. Miss Oneida Foi won the gold 
medal presented by Dr. C. D. Wright of the staff of St. 
Mary’s Hospital, Minneapolis, Minn., for the best paper 
on “Ophthalmia Neonatorum.” Miss Foi is a member of 
the intermediate class of the training school. 







































ORGANIZATION AND MANAGEMENT OF AN OUT- 
PATIENT DEPARTMENT.! 
Tentative Standards Submitted by Associated Out-Patient 
Clinics of New York City. 

We all realize that hospitals are institutions which 
must care for the sick of the families which cannot afford 
to give as good care in their homes as they can obtain in 
hospitals, and that it must care for those who are entirely 
unable to cope with sickness when it occurs as a calamity 
in their existence. We must look upon the out-patient 
department not as an adjunct to feed the hospital and 
supply material for hospital beds, but as the connecting 
link between the hospital and the community. 

The out-patient department must serve as that por- 
tion of the hospital which cares for the sick in the early 
stage of functional illness, a place in which they will re- 
ceive care before they become so ill that they must return 
to the hospital to pass their period of incapacity. In 
other words, must we not rearrange our present point of 
view concerning the out-patient department as a mere de- 
velopment of the hospital, in a realization that in the de- 
velopment of this particular department lies the real prob- 
lem involving the growth and improvement of hospital 
functioning in its relation to the community? Is not the 
out-patient department the real connecting link between 
the hospital and the community and the proper channel 
through which all the service of the hospital should cen- 
ter? This appears to the executive committee to be the 
real center of the problem, and this is the point of view 
from which the general standards which are presented 
should be viewed. 

The executive committee presents these standards for 
consideration, requesting their study and acceptance by 
boards of trustees and medical boards, and their general 
adoption throughout the city as the standards to which 
all will endeavor to conform. 

It is little realized by either laymen or the medical 
profession that the out-patient department is the real 
place for the future development of usefulness in hos- 
pitals, and that it offers today the largest opportunity 
for increased development. The executive committee in 
bringing forth at this time this basic proposition for con- 
sideration, asks for active cooperation and aid in bringing 
about a realization of this fact in the community. 


‘This paper constituted a portion of an address by Dr. 
Alexander Lambert, Chairman of the Executive Committee of the 
Associated Out-Patient Clinics of New York City, presented in 
October, 1922, in connection with the committee’s report to the 
board of directors, defining the tentative standards for out- 
patient clinics. 
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The general standards which have been adopted by 
the committee are, therefore, the general principles 
through which this may be brought about, and they are 
offered with the request that they be considered from this 
point of view, and from every other point of view by the 
boards of trustees represented by this association, and 
that the boards of trustees of each individual institution 
may consult with their individual boards in discussing the 
pros and cons of the advisability of their application. 

The committee, presents the following practical stan- 
dards for the maintenance of out-patient clinics: 


PRACTICAL STANDARDS FOR OUT-PATIENT 
CLINICS. 

Scope of Responsibility of Out-Patient Clinic—The 
responsibility of an out-patient clinic is to provide correct 
diagnosis and adequate treatment for ambulatory pa- 
tients; to instruct its patients so as to assist in the pre- 
vention of disease; to aid in investigation of the causes 
of disease and of methods of treatment and prevention; 
and to provide educational facilities and useful experience 
for physicians, nurses, social workers, and others con- 
cerned with the care of the sick, or the promotion of 
health. 

Community Relations—The out-patient clinic must 
comply with the dispensary law and the regulations of 
the State Board of Charities, the City Department of 
Health, and other public authorities. 

Those policies of out-patient service which affect pri- 
vate medical practice should be established and revised as 
necessary, in consultation with the medical profession of 
the community through appropriate representatives. The 
out-patient clinic should cooperate with charitable socie- 
ties and other agencies through examination of their 
beneficiaries and reporting the findings (under proper por- 
fessional restrictions) to the societies interested. 

General Organization—The board of trustees should 
have an out-patient committee or its equivalent. There 
should be an out-patient committee of the medical staff. 
There should be an executive head for the out-patient 
clinic, to whom all administrative personnel should be 
responsible. 

Relation to Hospital—The out-patient clinic in furn- 
ishing diagnosis and treatment for the sick, for more than 
special conditions or minor ailments should be affiliated 
with a hospital. 

When an out-patient clinic is part of a hospital, the 
executive head of the out-patient department should be 
responsible to the superintendent of the institution. 

Medical Organization—The professional staffs of the 
hospital and the out-patient department should constitute 
one organization, not separate staffs. The director, or 
responsible head, of each service should be continuously 
in charge. 

Each department of the out-patient clinic should have 
a chief who should be continuously responsible for carry- 
ing out the medical policies and maintaining the working 
standards of the clinic. Adequate consultation facilities 
among the various departments (including refer and 
transfer of patients) should be available. 

In order to promote coordinated medical work, the 
professional responsibility for each patient at any one 
time should be fixed upon a single department or physi- 
cian. Interns should be assigned a definite service in the 
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clinic, under staff supervision. Staff conferences for dis- 
cussion of both ward and clinic cases should be held at 
regular intervals. 

In the out-patient clinic the physician should be re- 
lieved as fully as possible of duties not directly concerned 
with the professional care of the patients. Such non-pro- 
fessional duties should be delegated to trained technical 
assistants—executive, nursing, social service, clerical, etc.; 
the number and assignment of such assistants depending 
upon the volume and the nature of the work. 

Facilities, Equipment and Procedure.—Adequate fa- 
cilities and equipment should be provided to make pos- 
sible the satisfactory diagnosis and treatment of patients. 
The minimum facilities required in the way of space, 
equipment, conveniences for patients, and the best pro- 
cedure ‘within the clinic, will vary with the types of dis- 
ease treated, and should be recommended by the various 
professional groups or sections of the Associated Out- 
Patient Clinics. 

Admissions.—In determining the admission of indi- 
vidual cases to an out-patient clinic, three factors need to 
be considered; namely, the income of the patient or family, 
the size and responsibilities of the family according to a 
reasonable standard of living, and the character and prob- 
able cost of adequate medical treatment for the disease or 
condition found. Each institution should formulate its 
own standards for the admission of patients, depending 
upon the kind of work done and the policy of the organi- 
zation. 

The gathering of social and financial information 
necessary to determine admission under the above policy 
should be performed by a person with training in social 
work. 

Appointment System.—The admission of patients 
should be by appointment at a definite day and hour, as a 
measure conserving the time of physician and patient, and 
economizing with space and equipment. An appointment 


system should be devised by each out-patient clinic. 

’ Limitation of Numbers.—The number of patients ad- 
mitted during a given session should be controlled in pro- 
portion to the facilities available in relation to space, 
equipment and personnel. 


Standards defining the maxi- 
mum number of patients who should be seen by a physi- 
cian during a given period should be outlined by the vari- 
ous professional groups or sections of the Associated Out- 
Patient Clinics. 

Fees.—It is desirable that stated fees be charged pa- 
tients for admission and that additional charges be made 
for medicine, appliances, and other special procedures or 
material. ; 

Fees should be remitted in whole or in part to patients 
unable to pay, unless adequate treatment can be assured 
through reference of such patients to public agencies. 
The fee list should be posted in appropriate places in the 
institution. 
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Records—The medical records should be filed cen- 
trally. All the records of each patient should be filed to- 
gether. The records of the in-patient and the out-patient 
should be unified as completely as possible. Records 
should not be carried or inspected by patients. 

Definite responsibility should be fixed for the super- 
vision of records as to completeness and as to proper care. 
Standards for records should be outlined by the appropri- 
ate professional group or section of the Associated Out- 
Patient Clinics. 

Social Service—Social service in a hospital or out- 
patient clinic is for the purpose of aiding the physician in 
dealing with those factors in the personality and environ- 
ment of patients which bear upon the medical situation. 

The social service department should be an integral 
part of the institution. The head worker or director of 
the department should be responsible to the chief execu- 
tive of the institution. 

There may be an auxiliary or advisory committee 
composed of lay persons interested in social work, and of 
members of the medical staff and board of trustees. If 
there is such a committee, the superintendent should be a 
member and the head of the social service department 
should meet with the committee ex-officio. 

Follow-up.—It is the responsibility of the out-patient 
clinic to endeavor to retain the patient under treatment 
until discharged by the physician. 

It is the responsibility of the physician to determine 
what instructions shall be given patients, to indicate when 
patients should return, and the conditions under which de- 
linquent patients shall be dropped, or be followed up by 
mail or by personal visit. 

It is the responsibility of the social service depart- 
ment to assist the physician in the instruction of patients, 
ascertain facts pertinent to their continuance of treatment, 
maintain an “expected return” index, review the records of 
patients, and after presentation of facts to the physician, 
to carry out or to supervise efforts to bring the patients 
back to treatment. 

Results should be reported monthly. A follow-up 
system may be applied to an entire out-patient clinic, or 
only to selected types of cases. It is preferable to em- 
ploy a thorough follow-up system for a selected disease or 
group of diseases, rather than a partial or incomplete sys- 
tem to a larger group. 

Accounting.—The financial accounts should show (a) 
the receipts from the various classes of fees for the out- 
patient clinic as a whole and for each section; (b) re- 
ceipts from all other sources, as from endowments, public 
funds, etc., suitably classified; (c) expenses for the clinic 
as a whole and for each section, classified into the follow- 
ing divisions: 

1. Medical payroll. 2. Non-medical payroll. 3. 
Supplies and material. 4. Overhead expenses. 5. New 
equipment. 
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Courses in Anesthesia. 
Would you kindly let me know the list of 
Catholic hospitals giving post-graduate courses to nurses 
in anesthetics. 

A. The following hospitals are listed on our records: 
Providence Hospital, Washington, D. C.; St. Vincent’s 
Hospital, Portland, Oregon; St. Mary’s Hospital, Detroit, 


Q. 174. 


Michigan; Creighton Memorial St. Joseph’s Hospital, 
Omaha, Nebraska; St. Elizabeth’s Hospital, Chicago, 
Illinois. 
Selecting a Nurse. 
Q. 175. (1) If a patient asks for a pupil nurse that 


he or she likes or knows and the superintendent of nurses 
thinks that the nurse is able to take care of this patient, 
but the doctor refuses to have a pupil nurse, saying it is 
an injustice to the graduate nurse, what ought to be done? 
Who has the right? 

(2) Again, suppose the patient wants a pupil nurse 
because it is cheaper? 

. (1) In regard to the first part of the question, 
the doctor is the one to decide as to the service needed 
for the patient. If, in his opinion, the service of a grad- 
uate nurse was not necessary, we see no injustice to the 
graduate nurse if a nurse in trainjng were assigned to the 
case. We do see injustice to the patient if a nurse in 
training be assigned where the service of a graduate 
nurse is indicated. 

(2) As regards the second part of the question, the 
hospital should hesitate to assume the responsibility if the 
condition of the patient requires the service of a graduate 
nurse. 

Doctcrs’ Masks. 


Q. 176. Some hospitals sterilize doctors’ masks for 
operations, others do not. Which do you think the better 
course ? 


A. It is consistent with the aseptic technic of the 
operating room to sterilize the masks. 


Standardization. 

Q. 177. A hospital of thirty beds under the direction 
of a Sisterhood in a remote country place has only one 
attending physician. The nearest outside physician is 
thirty miles distant with very difficult communication. If 
this attending physician, with the Superior and the heads 
of departments, meet once a month to make a monthly 
analysis of the work, could this be counted as a staff 
meeting as required for standardization? 

A. The meetings that you have stated are commend- 
able but your conditions are an exception. We, therefore, 
advise you to get a decision on this point from both of 
the following: 

1. American College of Surgeons, 42 East Erie 
Street, Chicago, Illinois. 

. American Medical Association, 535 South Dear- 
born Street, Chicago, Illinois. 
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Getting Even. 


Doctor: You'll have to send jor another doctor. 
Lawyer: Am I so ill as all that? 
Doctor: I don’t know how ill you are but I know 


you are the man who cross-examined me when I appeared 
as an expert witness. My conscience won’t let me kill 
you, but I’m hanged if I feel like curing you! Good morn- 
ing. 
An Appeal. 

Dear Lord, I need you awful bad. I don’t know what 
to do; my papa’s cross, my mamma’s sick; I haven’t a 
fren but you. i 
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Them careless angels went and bring ’stid of a boy 


I ast, a weenchy, tiny, little baby girl. I don’t know that 
they dast give one what they don’t want. Say, Lord, I 
wish you’d take her back; she’s just as good as new; 
won’t no one know she’s second-hand, ’ceping me and you, 
and pick a boy, dear Lord, yourself, the nicest one you 
got: but please don’t pick one quite so small, I’d like him 
5 years old. And when you bring him, wait till the 
nurse’s asleep, and no one knows you helped me out, 
’cepting you and me. 
Working for a Tip. 

Several convalescing patients were discussing the 
merits of different kinds of game for which their appe- 
tites were undoubtedly craving, and which they expected 
to enjoy when discharged from the hospital. One pre- 
ferred duck, another woodcock, still another thought quail 
the most delicious of food. 

Now, Henry the orderly, stood near by, and one of 
the men said, “Now, Henry; what kind of game do you 
like?” 

“Well, suh, to tell the truth, almost any kind suits 
me, but if you want to know what I likes best, it is an 
American eagle served on a silver dollar.” 





“Dick,” Aubrey’s latest is a Swede story he picked 
up while traveling in Wisconsin. 

Ole Ander, visiting in town one day, asked a restau- 
rant proprietor: 

“Got any squirrel whisky ?” 

“No,” said the restaurant man, “but I can slip you 


a little Old Crow.” : 
“Aye don’t vant to fly,” said the Swede, “aye yust 


vant to yump around a little bit.” 
Hospitals and Prohibition. 


It looks as if the patients, young and old, are against 
prohibition. Indeed all are clamoring for the Bottle. 
The nurses and maids will corroborate this statement. 
They find that the patients are rather Wet. 


AT THE END OF A NURSE’S DAY. 


Seven O'clock! And the nurse’s work, 
Was done for another day! 

She heaved a sort of a tired sigh, 
And put the charts away. 


Then sat for a moment and bowed her head 
Over the little white desk— 

“I wonder,” she said to herself, “After all, 
Am I really doing my best?” 


Perhaps I could have begun the day, 

With a brighter, cheerier smile, 

And answered the bells with a “right away,” 
Instead of an “after a while.” 


“And I might have listened with sweeter grace, 
To the story of six’s woes: 

She may be suffering more, perhaps, 

More than anyone knows. 


“And I might have refrained from that half-way frown, 
(Although, I was busy then), 

When that frail little body, with sad, blue eyes, 

Kept ringing, again and again. 


“And I might have spoken a kindlier word, 
To the heart of that restless boy, 

And stopped a moment to help him find 
The missing part of his toy. 


“Or perhaps the patient in eighteen A, 

Just needed a gentler touch! ' 

There are lots of things that I might have done, 
And it wouldn't have taken much. 


She sighed again,—and brushed a tear, 
Then whispered . praying low, 
“Oh God, how can you accept this day, 
When it has been lacking so?” 





And God looked down—He heard the sigh, 
And saw that shining tear; 

Then sent His Angel Messenger, 

To whisper in her ear, 





“Perhaps you could have done better today, 
But, ah, the Omnipotent One, 

Seeing your faults, doesn’t forget 

The beautiful things you've done. 


He knows, little nurse, that you love your work, 
In this big House of sorrow, 

So gladly forgives the lack of today, 

For you will do better tomorrow.” 


And the nurse looked up, with the tenderest smile, 
“Tomorrow I'll make it right ;” 
Then added a note in the order book, 
“Be good to them tonight.” 
Mrs. J. C. Sorensen, St. Mary’s Hosptial, 24, Racine, Wis 








